Great

OVER-THE-COUNTER MEDICATION AUTHORIZATION FORM

STUDENT

Grade/Class Birthdate School year 20262027

Allergies (to medication)

As the legal parent/quardian of the above-named student, | request the school to administer medicine
for the following conditions. (Circle all that apply)

MEDICATION NAME: EXPIRATION:

Dose (must be within the recommended amount as stated on label):

Times to be given at school:

‘**Medications are given during clinic hours (8:30am — 3:00pm) only.‘

WI medications must be FDA approved.‘

Parent Statement:‘

| request that the school administer the above medication to my child as needed during the school day. |
understand that medication administration at school must be necessary to support my child’s health and
participation in the school program and will be provided according to district medication procedures and
manufacturer dosing guidelines.

o | will notify the nurse if | give this medication to my child before school while this authorization is in

effect.

e | will provide the medication in its original, unopened packaging.

Parent/Guardian Signature: Print Name:

Date Signed: Phone number:

Nurse’s Signature:
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