
 

 

 
 
 
Consent for Administration of Approved OTC Medications 
Date:      /      / 

Is your child allergic or sensitive to any medications? If yes, which 
ones?________________________________________________________________________ 

Any medical or health problems? No Yes - Please 
explain:______________________________________________________________________ 

List any long-term medication your child 
receives:______________________________________________________________________ 

I give permission for my child _______________________________ to receive the 
medication(s) listed/checked below as deemed necessary by the School Nurse. I understand that 
a generic equivalent medication may be used. I understand that Only the School Nurse, in 
accordance with established written protocols, will administer the medication(s) I have checked. 
Please contact the School Nurse with any questions or concerns. 

Please check off what you approve: 

❏ Acetaminophen 
❏ Tums 
❏ Ibuprofen 
❏ Hydrocortisone 
❏ Caladryl Lotion 
❏ Calamine Lotion 
❏ Cough drops (not supplied by the school) 

Parent/Guardian Signature:_______________________________________________________ 
Date:_________________________________________________________________________ 

Home Phone:________________________________ Cell Phone:________________________ 

Work Phone:________________________________ Emergency Phone:___________________ 

You will only be called if there is something urgent or if use of the same medicine becomes 
frequent. 
School Physician: Dr. Marcantino MD 
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