Campbell County School District
Non-Prescription Medication Authorization Form

This authorization form is valid only for school year (current) _________________ including the summer session if applicable.

This form must be completed in full for schools to administer the required medication. A new non-prescription medication administration form must be completed at the beginning of each school year, for each medication, and every time there is a change in dosage or time of administration.

· Non-prescription medication must be in the original container with the label intact.
· An adult must bring the medication to school.
· Inform the school as soon as possible if there is a change in the use of the medication.
· If the medication is needed for greater than (4) consecutive days, a health care provider order is required.
· An adult must pick up the medication at the end of the school year or it will be discarded.


Name of Student: _______________________________ DOB: ________________ Grade: ____________

Name of Medication: ___________________________________ Dose: ___________________________

Reason for medication: __________________________________________________________________

Route:          Oral           Topical           Intranasal           Optic           Otic            Inhalation

Time to be administered: ______________________________ 

Form of administration:          Tablet            Liquid             Other

Start date: ______________________		     Stop date: _________________________ 

Allergies: _____________________________________________________________________________

Special Instructions: __________________________________________________________________________________________________________________________________________________________________________

I agree my child is competent to self-administer this medication. It is understood the medication is administered solely at the request of and as an accommodation to the undersigned parent/guardian. In consideration of the acceptance of the request to perform this service by school personnel employed by Campbell County School District, the undersigned parent/guardian hereby agrees to release the Campbell County School District, and its personnel, from all legal claim they now have or may thereafter have, arising out of the administration of or failure to administer the medication to the student. I will assume full responsibility for any side effects and complications that my child may have as a result of taking this medication. I certify that I have legal authority to consent to medical treatment for the student named above, including the administration of medication at school. I understand that it is my responsibility to furnish, to deliver, and to pick-up this medication when completed. 

Parent/guardian: __________________________________________ 	               Date: ________________________
Address: ______________________________________________________________________________________
Home Phone #: _________________________    Cell #: ____________________  Work #: ____________________
