CONSENT FOR OVER THE COUNTER MEDICATION

ADMINISTRATION
Name__________________________________________  Date____________________

Grade______________  Teacher_____________________________________________

The over the counter medication (s) which I give permission for my child to receive at school, according to the instructions on the label, and as deemed necessary by the school nurse or other authorized personnel are:




Regular strength Tylenol 
_____




Regular strength Ibuprofen
_____




Tums



_____

I understand the effects and possible side effects (including possible adverse reactions of this medication).  As a result of my understanding of the benefits and risks of this/these medication (s), I hereby consent to my child receiving the medication, if needed; for the purpose of reducing these symptoms:



Tylenol ……………  fever or minor pain from headache, sore throat

Ibuprofen …………
fever or minor muscle pain, headache, menstrual pain, sore throat

Tums ………………
stomach upset/indigenstion

__________________________________________
____________
                 Signature of Parent/Guardian


        Date


_____________________________

            Parent Telephone Number, if needed
