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OVER THE COUNTER MEDICATION PERMISSION FORM 

 
PARENT’S Request for Administration of OTC Medication to a Student During School Hours 
 
 
Date: ________ 
 
Name of Student: _______________________________________________ 
 
Reason for Medication: __________________________________________ 
 
Name of Medication and Dosage to be Administered: ___________________________________ 
 
Medication to be Administered at:  _________________________________ 
       TIME of day 
 
Duration of Medication Administration order is to be from _________ to _________ 
 
Does this Medication cause any limitations of school activities? 
 
Is student receiving any other Medications or Treatments? 
 
 
*************************************************************************************************************** 
 
I/we authorize the administration of the above Medication during school hours and agree to supply an 
original unexpired bottle/container of the medication to be used for administration at school.   
 
______________________________        ___________________ 
        Name of Student             Date 
 
 
______________________________                          ___________________ 
       Parent/Guardian Signature                                                                  Phone Number 
 
 
 


