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OTC MEDICATION/TREATMENT AUTHORIZATION FORM

Student’s Name: Date of Birth:

The following section is to be completed by the parent or legal guardian:

As Parent or Legal Guardian, | agree to update Covenant in writing with any changes to medications,
allergies, or health conditions.

| hereby grant permission to the principal, approved faculty, or the school nurse to assist in the administration
of Over the Counter (OTC) Medication(s) and/or treatment to my child while in school and away from school
while participating in official school activities.

| understand the law provides that there shall be no liability as a result of the administration of such
medication and/or treatment where the person administering such medication and/or treatment acts as an
ordinarily reasonably prudent person would under the same or similar circumstances.

Medications will be administered per dosing instructions and will be based on age and weight. We cannot
give more than the recommended dosage on the label without a doctor’s note over-riding it.

Please initial next to the following OTC medications for authorization:

Ibuprofen (liquid, chewable, tablet) Cough Drops

Tylenol (liquid, chewable, tablet) Neosporin antibacterial cream
Benadryl/Generic (liquid or tablet) Hydrocortisone (itch relief) cream
Zyrtec/Generic (liquid or tablet) Benadryl/Generic (itch relief) cream
Eye Wash

Allergies to drugs or foods:

Parent/Guardian name: Relationship:
Home Phone #: Work Phone #: Cell Phone #:
Signature: Date:

This authorization is effective once signed and will only expire with written notice from Parent or
Legal Guardian.



