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Laporte School OTC Medication Authorization

Dear Parent,

The policy of the Laporte School District #306 regarding the matter of dispensing medication in school is that medications shall be administered only when the student’s health requires that they be given during school hours.

Over-The-Counter (OTC) Medications:  

The Health Office staff will administer the OTC medication (such as Tylenol, Ibuprofen, Benadryl, etc.) if the 

following requirements are met:
1.***PARENTS MUST PROVIDE the medication for their child.  The school does not keep a supply of any medication for dispensing to students, as mandated by law. 

2.The medication must be in the original bottle.  

3.The child’s name must be written on the bottle. 

4.The medication must not be outdated. 

5.Medications must not contain aspirin for students under the age of 18.

6.A parent’s signature must be on file in the Health Office giving permission for the school staff to provide the medication to the student as needed.  

7.This signature must be updated each school year. 

The OTC medication provided by the parent will be stored in the locked cabinet in the Health Office. 

Student: _______________________________________________________ Grade: _____________

Medication: ________________________________________________________________________ 

Dose: _________________ Frequency: __________________________________________________

(The dose and frequency are limited to the directions on the bottle.)

Allergies: ___________________________________________________________________________

Purpose of the Medication: ____________________________________________________________

POSSIBLE SIDE EFFECTS: _______________________________________________________________

I hereby give my permission for my child to receive the (OTC) medication at school as requested.

Parent Name: _______________________________________________________________________

SIGNATURE: _______________________________________________ DATE: ___________________

Phone number: ____________________________ Cell: _____________________________________

HEALTH OFFICE-Brianna M. Sanders RN
PHONE 218-224-2288 EXT 108 FAX 218-224-2905
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Our Mission:  To challenge all our students to acquire the knowledge, skills, and values necessary for lifelong learning, growth and responsible citizenship.
School Board Members: Chairman, John Seegmiller; Clerk, Joe Jorland; Treasurer, Jessica Howg; Susan Olson; 
Lisa Price; Stephanie Zubke; Holly Wright


[image: image2.png]


_1168321117.bin

