OTC MEDICATION PERMISSION FORM

NAME: ____________________________ DOB: _____________GRADE:_______
This form must be filled out and signed before ANY medication can be administered. This includes any over the counter medications (Benadryl, Tylenol, Advil, Aleve, Cough Drops, Triple Antibiotic Ointment, Hydrocortisone Cream, etc.) Any medication sent must be in original container and properly labeled. Parents must deliver the medication to the Nurse’s office. 
Please fill out each medication separately on provided lines. 
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Directions for use: ____________________________________________________
Time(s) to be Administered: _____________________________ 
Frequency: ___________________________________________
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