
 Medication Consent Form 

Non-Prescription/Over-The-Counter Medication 
All medication should be given outside of school hours if possible. Only medication, which is required to enable a student to stay in 

school, may be dispensed at school. Medications that are to be given three times a day, can be given at home before school, 

after school, and at bedtime. 

All prescriptions and non-prescription medications must be kept in the health room and registered with the health services staff. 

Medication will be administered by the school nurse, health clerk, or other staff members who are designated by the school 

principal. 

Guidelines for taking Over-The-Counter Medication (OTC) are as follows: 

1. Over-the-counter medications must be in the original container. 

2. This medication must be properly labeled and accompanied by a written request signed and dated by the parent. 

3. School nurses will not administer non-FDA approved products, herbal/dietary products, medications purchased in foreign 

countries, or non-traditional preparations. 

----------------------------------------------------------------------------------------------------------------------------- -- 

REQUEST FOR ADMINISTRATION OF MEDICATION AT SCHOOL: 

Student: ________________________________________________Date/Time:____________________ 

Grade: _________ Homeroom Teacher:____________________________________________________ 

Name of Medication: ___________________________________________________________________ 

Diagnosis/Reason: _____________________________________Drug Allergies: __________________ 

Directions: ___________________________________________________________________________ 

● I HEREBY REQUEST THAT THE MEDICATION SPECIFIED ABOVE BE ADMINISTERED TO THE 

ABOVE STUDENT. 

● I understand that the District, the Board, and it’s employees are not liable for damages or injuries resulting from 

administration of medication to my child in accordance with Texas Education Code 22.052.. 

Parent/Guardian________________________________________________________Date__________________ 

 

Physician________________________________________________________Date__________________ 

 


