Medication Permission Form

Over the Counter (OTC) Medication Request For Medications to Be Administered Not to Exceed Three Consecutive School Days
To Be Completed by Parent/Guardian
Student: ____________________________

DOB: ___ / ___ /___

Name of Medication: ______________________________________________________

Specific time(s), dose(s), and route to be given at school: 

__________________________________________________________

Length of time to be given: _________________________________________________

Reason(s) medication to be given: ____________________________________________

I, _______________________________________________, the parent/legal guardian of 
_________________________________________, request that the clinic 
attendant/school nurse or principal’s designee(s) administer the above medication(s) to 

____________________________________ during school hours at the times indicated. 
 I agree to furnish said medication in the ORIGINAL container with the label intact.  I 
understand and accept that Northstar Academy, its employees, agents, or designee(s) are
 not responsible for any effects of the medication administered.  Any non-prescription
 medication that is given for more than three (3) consecutive school days must be 
authorized in writing by a physician (see separate permission form). 
______________________________________
______________

Signature of Parent/Guardian 



Date
