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Student Name:___________________________________ Grade:_______ Date:______ 

Name of Medication: _____________________________ Dose: ___________________ 

 Reason Taken: ___________________________________________________________ 

When Medication should be taken: ___________________________________________ 

                  How: ________ with food     ________with water     ________ on an empty stomach 

                  ________ other _____________________________________________________ 

_______________________________________________________________________ 

Common side effects: _____________________________________________________ 

                 Note when health care provider should be contacted: 

                 ________ if medication is no longer helpful 

                 ________ if there are serious side effects 

                 ________ other ______________________________________________________ 

                 

   Known allergies: _________________________________________________________ 

 

 

Parent Signature                                                Date 

Name of Health Care Provider                                              Phone 

PARENT AUTHORIZATION  
FOR USE OF 

OVER-THE-COUNTER MEDICATION 


