
Randolph Central School Corporation 
Permission to Administer Over-the-Counter Medications  

     Student’s Name:________________________________  Grade:  ____________  D.O.B:  _________  
      Medication Allergy:  ______________________________________________________________________ 

                                       STEP 1:  CHECK ALL THAT APPLY 
Over-The-Counter (OTC) medications which may be necessary during the school day can be administered during school  
hours.  I hereby authorize the school nurse, principal or other principal designated employee to act on my behalf in  
administering the following medication(s) on an “as needed” basis during school hours.  School hours include  
school-sponsored extracurricular activities.  
 

     Acetaminophen (Tylenol)           Ibuprofen (Advil)           Antacid (Tums)                Cough Drops 
 
 
The school nurse’s office stocks a limited supply of the above medications.  If your child has a history of frequently  
needing OTC medications or requires a medication not listed above, please supply your own medication in the original  
sealed container.  An additional medication release form will need to be filled out, signed, and returned to your child’s  
school before the medication can be administered.  All medications supplied to the nurse’s office will be kept in a locked  
cabinet and used only for your child. The OTC medication, Aspirin, will not be given during the school day without a  
prescription order from your child’s doctor due to the risk of Reye’s Syndrome.  Please understand that it still may be  
necessary for the school nurse, or other office staff, to call a parent to verify that no medicine has been administered in the 
morning prior to school hours and/or that there was not a recent health issue and of which the school is unaware.   The use
of antacids, ibuprofen, or acetaminophen is limited to three doses in one month.  If these medications are needed more  
frequently, a doctor’s evaluation and medication order will be required.  
 
   ** Acetaminophen and Ibuprofen will not be given for fever or head injuries.  Antacids will not be given for vomiting** 
 
                     All over the counter medications will be administered as directed on the package. 
 

                               Step 2:  TO BE COMPLETED BY PARENT/GUARDIAN 
 
I give permission for my child, ________________________________, to receive the above medication(s) as directed on
the package.  I understand and agree that my signature on this form constitutes a waiver of liability.  I further acknowledge
and agree that when the above medication(s) is administered, I waive any claims I might have against the school district  
and its employees, either jointly or severally, from and against any and all claims, damages, causes of action or injuries 
 incurred or resulting from the administration of said medication(s).   I have read and understand all of Step 1 and Step 2. 
 
______________________________________________     ________________________      ________________ 
         Parent/Guardian Signature                                                     Daytime Phone                            Date 
 

 


