L.B. REYNOLDS ELEMENTARY SCHOOCL
221 STRONG AVENUE
READING, MIICHIGAN 49274

AUTHORIZATION FOR MEDICATION OR TREATMENT FOR MINOR SCHOOL (SICKNESS)

To the Parent or Guardian of:

THE FOLLOWING INFORMATION IS NECES SARY FOR ANY STUDENT TO USE OVER THE
COUNTER MEDICATION OR TCO RECEIVE TREATMENT IN SCHOOL. ALL SPACES MUST BE
COMPLETED.

Name of Student | Telephone

Address Date of Birth

School Teacher’s Name
1. 1 give permission for my child named above to: (Check one or both)

Receive over the counter medication by school personnel when necessary

Receive treatment, (band aides, ointments) by school personnel when necessary

2. T will notify the school immediately if there is any change in the use of over the counter medication
for my chuld.
3. 1release and agree to hold the Board of Education, its officials, and its employees harmless from any

and all liability for damages or injury resulting directly or in-directly from this authorization.

Signature of Parent or Adult Student Home Telephone Date
Mother’s Name Mother’s Work Telephone
Father's Name Father’s Work Telephone

IF PARENTS CANNOT BE REACHED WHO SHOULD WE CONTACT? (YOU MUST LIST TWO)

(NAME) (RELATIONSHIP) (TELEPHONE)
2.

(NAME) (RELATIONSHIP) (TELEPHONE)
3,

(NAME) (RELATIONSHIP) (TELEHONE)

PLEASE CHECK MEDICATONS ON BACK YOUR CHILD MAY RECEIVE



PARENT PLEASE CHECK EACH BOX indicating medications your child may receive. Doses according to age and weight.

[ DO NOT want my child to be given any oral medications listed. Tums - for upset stomach
Ibuprafen (Motrin) Chlorasaptic - for sore throats
Acetaminophen (Tylenol) Anbesoi - for sore gums

Oral benadryl - for allergic reactions Robitussin - for coughs

SECTION | - HEALTH HISTORY YES NO Please explain any problem areas identified.

ls your child having any of the problems listed below?

Allergies or reactions: (For example food,

—

medication, or other)

Hay fever, asthma, or wheezing

Eczema or frequent skin rashes

Convulsicn/Seizures

Heart trouble

Diabetes

Trouble with passing urine or bowel movements

SRR

Frequent colds, sore throats, earaches

(4 or more per year)

9, Shortness of breath

10. Speech problems

11. Menstrual problems

12. Dental problems

13. Other

Does your child take any medication regularly?

If yes, what medication?
Reason for medication:

Parent's Signature:

Nursing Staff use only

RECORD FOR OVER THE COUNTER MEDS _
Initial Signature

Student Name Teacher

Write in name of med. Date time complaint




