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TANQUE VERDE UNIFIED SCHOOL DISTRICT

PARENTAL PERMISSION FOR ADMINISTERING MEDICINE TO STUDENTS


Student  _________________________________________________________________	Grade  ____________________

Teacher  ________________________________________________________________	School  ___________________

Allergies  ________________________________________________________________	Weight  ___________________

Over the counter medication:  All OTC medication must be in the original packaging and will be administered according to TVUSD’s Standing Orders, unless otherwise specified by the student’s physician.

I give the school nurse(s) permission to administer the following OTC medications.  Initial those to be administered.

_____  Acetaminophen

_____  Ibuprofen

_____  Benadryl


Prescription medication:  Prescription medication must be in the original container as prepared by a pharmacist; labeled, including the student’s name, name of the medication, dosage, and the time(s) to be administered.  By signing this form, parents/guardians hereby give the school nurse(s) permission to contact the prescribing physician with any questions concerning the medication and/or the condition it is prescribed for.

I give the school nurse(s) permission to administer these prescription medication(s) to my child:

Initial  _____  Medication  ___________________________  Time  ___________  Reason  _________________________

Initial  _____  Medication  ___________________________  Time  ___________  Reason  _________________________

Initial  _____  Medication  ___________________________  Time  ___________  Reason  _________________________


Epi Pens:  My child is at risk for anaphylaxis because he/she is severely allergic to:

__________________________________________________________________________________________________

I give permission for the school nurse(s) to administer:

Initial  _______  Epi Pen (0.3cc) 	 Initial  _______  Epi Pen Junior (0.15cc)	  Initial  _______  Benadryl 12.5 mg to 50mg

per the Emergency Action Plan or the TVUSD Standing Orders, prn reaction.


_________________________________________________			________________________________
Parent/Guardian Signature							Date



Verbal permission for OTC meds given by (parent/guardian)  _________________________________________________

to (School Nurse)  ________________________________________  Date/Time  _________________________________


Parents are responsible for notifying the school nurse of any changes in medications, health conditions, or allergies.
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