
Lourdes Catholic School 
2010-2011 Permission to Administer Over-the-Counter Medication 

EACH STUDENT MUST HAVE HIS/HER OWN FORM (FOR 5TH-8TH GRADE ONLY) 

 

Last Name of Student_____________________________________  First Name of Student_______________________________________ 

 

Allergies_____________________________________________________________________________________________________________________ 

 

To Parent or Guardian: 

We advise you that Lourdes Catholic School does not normally administer or take responsibility in the giving 

of medication to school children.  If your child is on medication, please give it at home and advise the school so 

the staff may watch for adverse symptoms to the drug. 

However, if a prescription medication must be given during school hours, the school must have the name of 

the drug, dosage, hour to be given and for how long on a school form signed by the attending physician. 

 

The medication must be maintained in the original prescription container that shall be labeled with: 

  Student name ---Name of medication---Directions for use 

  Name of Physician---Name and address of pharmacy---Date of prescription 

Please note, there is a separate form for authorization for asthma or airway constricting medication to be self-

administered. 

Lourdes Catholic School now offers the option for parents to authorize the school to administer some over-

the-counter medications to their 5th-8th grade students.  Please complete the box below and return this form to 

the school office.  If you have any questions, please contact Mrs. Rolf, the school nurse at 359-3466. 

 

Over-the-Counter Medications (5th-8th Graders) 

I authorize school personnel to administer the following OTC (over-the-counter) medications as needed / 

requested by my child.  The school has in-stock 325 mg acetaminophen and 200 mg ibuprofen.  If your child 

requires a liquid, child dosage, or different dosage, please label and send to the school office.  All OTC 

medication must be in original manufacturer packaging. 

 

Initials_____________________Ibuprofen______________________Dosage_______________________Child’s weight_____________lbs. 

 

Initials____________________Acetaminophen________________Dosage_______________________Child’s weight_____________lbs. 

Signature of parent or guardian_______________________________________________________________________________________ 

Comments – Special instructions re: OTC medications listed above: 

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________ 

 


