[bookmark: _Hlk129332654][bookmark: _Hlk129331734][bookmark: _Hlk129331735]O’FALLON TOWNSHIP HIGH SCHOOL
Non-Prescription Medication Permission Form

Name of Student: _____________________________________________________   DOB:  ___/____/____
Tums, cough drops, Vicks, Orajel, and peppermints are some of the comfort items available to your student to assist with keeping them comfortable at school.
ACETAMINOPHEN CONSENT
Please administer (   ) 500mg  or  (   ) 1000mg ACETAMINOPHEN to my student as needed.  I understand that the medication will be administered not to exceed package recommended dosing.  If your student requires a different dosage, a physician’s order will be required.

__________________________________________________ ______________
Parent/Guardian Signature	                             Print Name			                             Date
                                    
CONSENT FOR NON-PRESCRIPTION MEDICATION THAT PARENT/GUARDIAN WILL SUPPLY
I will provide the following medication(s) to the Nurse’s Office to be administered to my student as needed.
__________________________________________________________	_________________________________________________________
____________________________________________________________________________________________________________________________
I understand this medication will be administered as stated by package recommended dosing.  If your student requires a different dosage, a physician’s order will be required.  I understand that ALL medications will be kept in the Nurse’s Office and that my student is not to be in possession of medications at school.
I authorize the School District and its employees and agents, in my behalf, to administer medication to my child according to packaging recommendations.  I agree to indemnify and hold harmless the School District and its employees and agents against any claims, except a claim based on willful and wanton misconduct, arising out of the administration of the medication. 
[bookmark: _Hlk129334095]All medication provided by the parent/guardian must be picked up at the end of the school year.  All unclaimed medications will be disposed of on the final day of school.  
My student is authorized to pick up unused medication:    _____Yes   _____No
[bookmark: _Hlk129334160]_______________________		_______________________	_____________ 
Parent/Guardian Signature	                                Print Name			                            Date

Nurse Kim Kesting, BSN, RN, Smiley 		Nurse Kelly Becker, RN, Milburn		Nurse Ashlyn Petty, RN, Smiley
(618)632-3507, ext. 5678                                               	(618)622-9647, ext. 5251                                                 (618)632-3507ext. 5679
Office Fax: (618)632-3510                                              	Office Fax: (618)632-3510 			Office Fax: (618)622-3510 
Kim.kesting@oths.us				Beckerk@oths.us				Ashlyn.petty@oths.us
