
Request for Prescribed Medication to be Administered 

Name of Student: ______________________________________________________________  DOB:______________ Grade:___________ 

Medication: ______________________________________________ Dosage: _______________________________ 

Date Medication Started: ____________________ Anticipated Number of days to be Given or Indefinite: ________________________ 

Diagnosis or Reason for Medication: ________________________________________________________________________________ 

Time of day Medication is to be given: ______________________________________________________________________________ 

 

Signature of Medical Provider (MD, DO, PA-C, APRN)    Date 

 

I hereby give my permission for the above named student to take the above prescription at school as ordered.  I understand that it is my responsibility to furnish this 
medication.  I further understand that any school employee who administers any medication to my student in accordance with written instructions from the medical 
provider, shall not be liable for damages as a result of an adverse drug reaction suffered by the student because of administering such medication.  Note: The 
medication is to be brought to school in the original container, appropriately labeled by the pharmacy, or medical provider, state the name of the medication, the 
dosage and number of days to be administered at school.  Student may self-carry and self-administer emergent medication, such as EpiPens or resucue 
inhalers, such as Albuterol, only, when student has been properly trained for administration, by a medical provider.   

 

Signature of Parent or Guardian      Date 

Request for Over-the-Counter Medication to be Administered 

Over-the-counter (OTC) medications are drugs that do not require a prescription and are purchased over-the-counter.  This form is required before any over-the-
counter medication can be administered to a student.  Homeopathic/herbal medications and aspirin will NOT be allowed. 

Please mark each medication for which you are giving permission. 

     Indications    Possible Side Effects 

_____ Ibuprofen…………………………………………………pain reliever/fever reducer……………………………………stomach upset 

 (i.e. Advil, Motrin) 

_____ Acetaminophen……………………………………….pain reliever/fever reducer…………………………………….stomach upset 

 (Tylenol) 

_____ Antacid…………………………………………………….heartburn/stomach upset……………………………………..constipation 

 (i.e. Tums, Mylanta, Maalox) 

_____ Antihistamine………………………………………….hay fever/allergies……………………………………………….…drowsiness or excitability 

 (i.e. Benadryl, Zyrtec, Claritin, Allegra) 

_____ Cough drops……………………………………………cough/throat irritation……………………………………….…..none significant if given per manufacturer’s label 

 

Student is expected to supply his or her own over-the-counter medication in the original container.  OTC medications will be administered at manufacturer’s recommend 
dosage.   

 

Signature of Parent or Guardian      Date 

For High School Students (grades 9-12) only: 

The student may keep/carry and self-administer the over-the-counter medication, indicated above.  The over-the-counter medication may be kept in his or her locker, 
book bag, purse, or locker room locker/duffle bag.  The student is not allowed to share the medication with other students.     

 

 Signature of Parent or Guardian      Date 


