
 

 

Non Prescribed Medication Administration Consent Form 

 

Dear Parent, 

 

The school nurse will not give any medication to the student unless this form is completed 

and signed. 
 

I authorize that my son / daughter: 
 

Name:  

Date of Birth:  

School:  

Class & Section:  

Contact Phone No.:  

 

Be given the appropriate non prescribed medication in the following cases: 

 Administration of Paracetamol to control mild pain and fever. 

 Administration of epinephrine in anaphylactic shock. 

 Application of pain killer cream. 

 Application of Antihistamine cream. 

 

Any precautions that the school nurse needs to know. 

 

 

 

 

 

Any contraindications to use the above mentioned medication that the school nurse needs to 

know. 

 

 

 

 

 

Any side effects noticed on your child when taking any of the medications mentioned above.  

Yes                     No 

 

Check the appropriate boxes below: 

o I AUTHORIZE designated school nurse to administer the above mentioned 

medication to my son / daughter when necessary. 

 

o I DON’T AUTHORIZE designated school nurse to administer the above medication 

mentioned to my son / daughter when necessary. 

 

I agree to hold the school nurse and school health harmless from any and all liability for the 

results of taking the medication or the manner in which the medication is given to my son / 

daughter. 

 

Parent / Guardian: _________________________ 

 

Signature: _______________________ 
 

Date: ___________________ 



 

 


