
       RIVER FOREST COMMUNITY SCHOOL CORPORATION 
                         School Health Services 
                    Paula Thompson, RN 
                  Melinda S. Otero, RMA 
                     Melissa Harris, RMA 
               Carmen Nilsa Cerrato, RMA 

_____________________________________________________________________________ 
 
                     AUTHORIZATION TO ADMINISTER NON-PRESCRIPTIVE MEDICATION 
 
I/We as the parent/guardian of ______________________________________request, authorize, and give written permission   
                                                                    (Student name and Grade level) 
to the nurse, nurse assistant, principal, or their designee of RFI/Meister/Evans, RF Jr.- Sr. HS to administer the non-prescriptive 
medicine(s) described below, in accordance with the instructions provided below. I understand that I will be responsible for 
supplying this medication(s) to the school in the original container. I further understand that pursuant to Indiana Law (I.C. 34-
30-14-2), that authorized school employees who administer such medication in good faith are not liable for civil damages due 
to such administering of medication. In addition, it is the student’s responsibility to come to the nurse’s office for the 
medication unless he/she is physically unable to do so. 
 

(1) Medication     NON-ASPIRIN/ACETAMINOPHEN/TYLENOL    Dosage  REGULAR STRENGTH 

 
Amount of tablet(s)     1  or  2      Times(s) for administration_______________________________ 
 
Route______________    
 
Reason for taking the medication_____________________________________________________ 

 
(2) Medication ______________________________________________________________________ 

 
Amount of tablet(s)     1  or  2      Time(s) for administration________________________________ 
 
Route_______________ 
 
Reason for taking the medication_____________________________________________________ 
 
 

STUDENT ALLERGIES________________________________________________________ 
 

_____________    __________________________________       ____________________________ 
Date                        Parent/Guardian Signature                                  Phone 
 
 
Note: This authorization is valid only for one school year. After one school year the medication(s) cannot be 
given unless the authorization is renewed. 
Medication must be brought to school by the parent/guardian. Medication must furnished in the original 
container. Medication not retrieved by the parent/guardian at the end of the school year will be discarded. 
Should a change in any of the above information occur, a revised written parent authorization statement must 
be submitted. 
Over the counter medication dosage/administration will not exceed the recommended packaging directions. 
Only your Doctor should determine if a different dose is needed. In this case, a prescription authorization form 
must be submitted to the school. 



 

 
           
 
 
 
 
 
 
 
 
 
 


