Tylenol (Acetaminophen) or Advil/Motrin (Ibuprofen)

Medication Permission Form

The Centerville Community School Board assumes no responsibility for medical treatment of students.  No medication will be administered without written authorization from the parent / guardian.

This medication permission form is specifically for over-the-counter Tylenol (Acetaminophen) or Advil (Ibuprofen) for students in grades 2-12 who have occasional headaches, cramps, minor muscle aches, pain from braces, etc.  The school will provide these medications at no cost to the student.  If the student use becomes frequent, but needed, the parents will be notified and asked to supply medication for that student.

When a student requests these medications, he/she will be asked a few questions regarding their complaint.  If the medication is deemed necessary, the medication will be given only if the signed permission form is present.  The Centerville Community School District staff  has the right to deny these medications to a student due to the frequency of use or an invalid complaint. 

If the student complaints become frequent or worsen, the parent or guardian will be notified.  These medications will not be given to students with a temperature of 100.0 F or higher.

I hereby request the Centerville Community School District nurse, or in the nurse’s absence, a person who has successfully completed an administration of medication course, to administer the following non-prescription medications: 

Student’s name:____________________________________________Grade:__________

Physician’s name and phone number:_____________________________________________

Check only one of the following and check the dose that you would like your child to have: 

________Tylenol (Acetaminophen) 325mg, 1 tab_____ or 2 tabs_____ every 4 to 6 hours for headache, minor aches, or tooth pain.

________Tylenol (Acetaminophen) liquid 160mg/5ml, dose is based on students weight, may administer every 4 to 6 hours for headache, minor aches, or tooth pain.
________ Motrin (Ibuprofen) 200mg, 1 tab_____ or 2 tabs_____ every 4 to 6 hours for headache, minor aches, menstrual cramps or tooth pain.

My child has not experienced any side effects from the selected medication.  I agree to allow qualified personnel to dispense the selected medication to my child if it is determined that it is necessary.  I understand that I will be notified if my child’s condition worsens.

This form is good for school year that it is signed in.

______________________________________________________________

Parent / Guardian Signature





Date

_________________                                                     __________________

Home Phone


                                            Work Phone

(PLEASE RETURN WITH REGISTRATION FORMS. THIS FORM IS TO BE USED FOR ONE STUDENT IN THE HOUSEHOLD. DO NOT PUT MULTIPLE STUDENTS ON THIS FORM. IF MULTIPLE STUDENTS ARE LISTED, THE FORM WILL BE VOID.)                                                            Reviewed April 2017;8/18
