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NON-PRESCRIPTION MEDICATION

 


REQUEST AND AUTHORIZATION
School Year: ​​​​​​​​____________________ 

Name of Student ________________________________________ Date of Birth _________________

Parent/Guardian Name ________________________________________________________________

Phone Number _______________________________________________________________________

Teacher____________________________​​​​______________ Grade _____________________________

IF POSSIBLE, WE ENCOURAGE MEDICATION BE ADMINISTERED OUTSIDE OF SCHOOL. 

Medication Name ___________________________________________________________________

Medication Dose (will be administered per label instructions unless otherwise noted) ___________________________________________________________________________________ 

Time of administration (will be administered per label instructions unless otherwise noted) ____________________________________________________________________________________
Medication Start Date__________________________________________________________________ 

Medication End Date (if known, otherwise medication will be available for administration for duration of school year listed above unless notified of change by parent) __________________________________________
Condition being treated _________________________________________________________________

Precautions, reactions, side effects to watch for: _____________________________________________ 

Parent Statement

_____ I request and authorize the school nurse or personnel designated by the school to administer medication to the above-named student as stated. I understand the medication must be provided in a container with the appropriate label intact.

__________________________________________________ _______________________________

Parent/Guardian Signature                                                      Date
