NON-PRESCRIPTION MEDICATION PERMISSION FORM

Student’s Name__________________________________________________Sex____________


Date of Birth_____________ Grade_______ School Name_______________________________

The following section to be completed by parent or legal guardian:

I hereby grant permission to the school nurse or his/her designee to assist in the self- administration of the over-the-counter medication to my child while in school and away from school while participating in official school activities.  It is my responsibility to notify the school if and when these orders change. 
[bookmark: _GoBack]

Parent/Gaurdian name:________________________________Relationship:________________

Emergency Phone #:___________ Home Phone #____________Business Phone #____________

Address:_______________________________________________________________________

Over the Counter Medication Name:________________________________________________

Dose:____________ Frequency:________________________ Route:______________________

Student’s Allergies:______________________________________________________________

Signature:____________________________________________ Date:_____________________


*This is for non-prescription medications only. If student needs a prescription medication please complete “Prescription Medication Permission Form”
