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NONPRESCRIPTION MEDICATION PERMISSION SLIP

School nurses may give nonprescription medications with parental permission. The following guidelines need to be
followed:
1. The school nurse must assess the child's complaint and symptoms to determine if other measures can be
used before medication is given.
2. The school nurse must be notified of any allergies, especially to medication, that your child has.
3. All medications sent to the school must be in the original container. (This is the law.)
4. A record of the medication given will be kept by the school nurse.
5. Nurses must use restraint at all times in the use of nonprescription medicines.

Please contact the school nurse, ________________________________________, if you have any questions. 
      Nurse Name and Phone Number
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

I have read the above and request to give____________________________________________________________
            Name of Nurse

permission to administer (please initial the following medications the school nurse may administer):
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(Please print and return directly to the school nurse or fax to 302-697-8122 ATTN: School Nurse)
______Acetaminophen (generic Tylenol) as directed

______Ibuprofen (generic Motrin, Advil) as directed

______Diphenhydramine (generic Benadryl) as directed
______Pepto-Bismol as directed

______Myoflex Pain Relieving Cream as directed

______Tums as directed

______1% Hydrocortisone Cream as directed

______Bacitracin Antibiotic Ointment as directed

______OTC Cough Drops/Lozenges

______Please DO NOT administer any non-prescription medications to my student.


													
the above initialed nonprescription medications to ___________________________________/________
							       Name of Student                             Grade	
during the _________________________school year. 
   current school year (ex. 2000-2001)

List any known allergies to medicine or circle NKDA (NO KNOWN DRUG ALLERGIES)                   

_____________________________________________________________________________________

_____________________________________________________________________________________




_______________________________________
              Signature of Parent or Guardian 

_______________________________________
                                   Date
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