Authorization For Administration of

 Over-The-Counter Medication

 Health Room Stock Supply 

Authorization for Administration of Stock Supply Health Room Medication
Name of Student: ___________________________________________________________________________________

Date of Birth: _______________Grade: ________
I grant permission for the school nurse or delegated staff member to administer the following medication to my child at school.  Acetaminophen or Ibuprofen may be administered for minor discomfort, e.g. headache, muscle strain, or menstrual cramps.

Please indicate medication you would like administered on an as needed, limited basis to your child.

__________ Acetaminophen 325mg tablets (1 or 2 tablets, dose per package instructions)  

__________ Ibuprofen 200 mg tablets (1 or 2 tablets, dose per package instructions)

These medications will be kept in stock supply, in the original container maintained by the school nurse.

I further understand that any school employee who administers this medication in accordance with written instructions on package labeling shall not be liable for damages as a result of an adverse drug reaction suffered by the student because of administering such drug.

The school will reserve the right to limit administration of over-the counter medication, and request primary care provider authorization for continued use of this medication.

______________________________________

_________________________________________

_________

Parent/Legal Guardian Signature

  Parent/Legal Guardian (PRINTED NAME)

Date
