Perpich Center 2014 – 2015 School Year
AUTHORIZATION FOR OVER-THE-COUNTER (OTC) MEDICATION ADMINISTRATION 
	THIS FORM MUST BE RENEWED ANNUALLY

Student Name			Date of Birth		 Grade 11     12 
                               Last                                First

Medication Allergies	 Describe reaction____________________________________

RESIDENTIAL STUDENTS ONLY
Please read the Self-Administration of Over-The-Counter Medications information in the Student Handbook.
Parent/guardians must supply their student with a small bottle of over the counter medications and give consent in writing below before any OTC medication will be given. 
All medications and nutritional supplements brought to campus must be registered in the school Health Office. 
The School Nurse determines where the items will be stored. 
[bookmark: _GoBack]After discussing medication rules with students, the School Nurse may give permission for nutritional supplements/vitamins to be self administered and stored in dorm room. This decision will be resinded if school medication rules are not followed. 

ALL STUDENTS
*Nonprescription medication will only be dispensed per package directions. Doses outside the range listed on the label will only be given if we have written and signed authorization by your student’s licensed health care provider and you.
*Aspirin containing products will not be administered without written and signed authorization from parent/guardian and your student’s licensed health care provider due to safety reasons.

Please check “yes” or “no” to allow your child to take OTC medication.
	Over-the-counter medication dispensed per package directions:
	Indications:
	Yes
	No

	acetaminophen 325 mg/tablet (Tylenol type generic) or 500 mg/tablet
	Pain reliever/fever reducer
	
	

	ibuprofen 200 mg/tablet (Advil type generic)
	Pain reliever/fever reducer
	
	

	diphenhydramine 25 mg/ tablet (Benedryl type generic)
	Hay fever or upper respiratory allergies 
	
	

	phenylephrine 10 mg/tablet (Sudifed PE type generic)
	Nasal and sinus congestion
	
	

	loratadine 10 mg/tablet (Claritin type generic)
	Allergy symptom relief
	
	

	sterile eye drops/saline flushing solution
	Eye irritation
	
	

	chewable antacid (Tums type generic)
	Upset stomach
	
	



Please add other OTC medications you expect to provide for your student. 
Do not list prescription medications in this location---Please complete an Authorization for Prescription Medications form for all prescription medication.

	Over-the-counter medication dispensed per package directions
	Indications
	Yes
	No

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I give permission for the medication(s) listed above to be given to my student according to manufacturer label directions and administration by designated personnel as delegated by the school nurse. 
Student may sign for their own health care if age 18 in the State of Minnesota.

				         				
Parent/Guardian Signature/Student				Date
								

STUDENT 			date of birth				

OTC Medication Log Sheet [for office use only]

	medication/reason
	dose
	date/time
	office(O)/student supply(S)
	initials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OFFICE USE ONLY:  List all medications in student’s personal OTC supply kept in School Nurse’s office.
	date
	medication(type/strength)
	amount
	indication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SIGN AND INITIAL ONE TIME PER PAGE
	Signature: staff or nurse/title
	Initials
	Signature: staff or nurse/title
	Initials

	
	
	
	

	
	
	
	

	
	
	
	



