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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.

| 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.

%
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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 | AUTHORIZE designated school nurse to administer the above mentioned
medication to my son / daughter when necessary.

o IDON’T AUTHORIZE designated school nurse to administer the above medication
mentioned to my son / daughter when necessary.

| 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:
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My signing below this page agrees on providing medical

sepvices for my son fdaughter.
Grade . . i st e i om s
Section —

1 the schools clinic and provided by school health team.

| also agree that these medical services will remain provided
to my sonfdaughter and effective untif | either refuse
providing these medical services or my son/daughler is
transferred from his/her public school.

My consent involves a general approval of curative or
preventive services that may include blood withdrawal,
physical examination, medication administration, first aid,
screening for height, weight, vision acuity, vaccination and
referral to primary health centers or emergency room when
PECEssary.

I understand that some of the diagnostic results may be
reported to the concerned official departments.

if my son/daughter needed to be immediately transferred to
the emergency toom in my absence and the adsence of the
legal guardian, then | authorize the school staff to transfer
hirny/her Lo the emergency unit.

Disagree

Signature of student’s pl!'!l':ﬂ

MName: . _—
Relation to the Student:
L
Date:

If the parent can'l consent for his son/ daughter for any
reason, the signature of the legal guardian must be obtained.
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Signature of the legal guardian

MName: B e i g B 5 i 3 A S
Refation tothe Student:

Teld
Date:

Copy - Student School Medical Record
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