
OVER THE COUNTER MEDICATION POLICY 
 
Due to the ever-changing stipulations on medications in schools and the need for 
documentation, the nurse’s office can no longer dispense medications of any 
kind without express permission from the parent or guardian.  This includes any 
topical medications and cough drops.  
 
Below is a list of medications that you need to INITIAL if you would like your child 
to be able to receive them at school.  If you have sent in the card that said your 
child can have Tylenol or Ibuprofen, please INITIAL it again.  This list will be kept 
in your child’s medical record until he/she graduates or leaves the school.  If you 
would like to make a change to the list you can do so IN WRITING to the school 
nurse at any time. 
 
Please remember that until I receive the INITIALED medication sheet, I can not 
give your child any over the counter medications. If you have any questions or 
concerns, please stop in or telephone Amy Goodfellow, School Nurse at 375-
2589 ext.113 (AMHS) or 375-6616 (Fisher Elem.). 
 
 
Date________________  Parent Signature______________________ 
 
_____Acetaminophen (Generic Tylenol) _____ Bactine Spray 
 
_____Ibuprofen (Generic Motrin) _____ 1st Aid Cream for Burns 

and Scrapes 
_____Midol _____ Sun Screen Spray 
 
_____Cepacol Sore Throat Lozenge _____ Itch Relief Cream 
 
_____Chloraspeptic Sore Throat Spray _____ Sting Relief (Insect bite 

antiseptic pain reliever) 
_____Mylanta _____ Antibiotic ointment 
 
_____Maalox _____ Dry Skin Lotion 
 
_____Tums _____ Vaseline 
 
_____Ora-jel _____ Sudodrin (Generic 

Sudafed) 
 
_____Gly-oxide Rinse _____ Peroxide 

 



MEDICATION ORDER AND PERMISSION FORM 
 

This form is to be used for any Dr. ordered or over-the-counter medications 
that are brought into school from home.  This form is to be turned into the 
Health Office. 
 
Student’s name:___________________________________________________ 
 
Medication: ______________________________________________________ 
 
Dose: ________________________ Time to be given: _________________ 
 
Directions: _______________________________________________________ 
 
Beginning date: ________________ Ending date: _____________________ 
 
Reason for giving: _________________________________________________ 
 
Signature of Physician: _________________________ Date: ___________ 
 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!! 
 

FOR THE PARENT OR GUARDIAN 
 
I hereby give permission for the above named student to take the medication 
described above at school. 
 
 
 
 
 
 
____________________________________  _____________________ 
Parent/Guardian Signature     Date 
 
 
NO medication will be given at school until the School Nurse receives this 
completed form with the prescribed medication in a container labeled by the 
pharmacy or the manufacturer.  NO medication will be accepted in any other 
types of containers (i.e. baggies, envelopes, etc.)  ALL medication brought into 
school must be kept in the Health Office or School Office during school hours. 
 
You may photocopy this sheet for use throughout the year. 
 
Thank you for your cooperation.  This procedure is for the safety of your child. 


