
OVER-THE-COUNTER MEDICINE LOG

Student Name: _______________________________________
Pediatrician: _________________ Phone #: ______________
Allergies: ____________________________________________
____________________________________________________

No medicine will be administered at Providence School that is not in its original container and without this completed
form.  The bottle/package must be clearly marked with the name of the child, dosage and time(s) to be administered.  It is
the students responsibility to ask the office staff for any medicine that needs to be taken home.  Please send any over-the-
counter medication that your student may need on a regular basis.  The Upper School office has a supply of the items listed
below.  I release Providence School, the personnel, and New Life Christian Fellowship from any liabilities which might arise
from the administration of the above listed medication.  A separate form is available for prescription medicine.

Medication my child is authorized to receive:     � Advil     � Tylenol     � Cough Drops

Date: ______________________  Parent Signature: __________________________________________________

DATE TIME INITIALSDOSAGE
AMOUNT

MEDICATION DATE TIME INITIALSDOSAGE
AMOUNT

MEDICATION

(8-4-05)



Department of Health & Rehabilitative Services
Authorization for Distribution of Medication

(Please write legibly)

Student Name:___________________________________________________________________________________________

Name of Medication or Prescription Number: ____________________________________________________________________

Amount of Medication to be given: ____________________________________________________________________________

Times Medication is to be given:_____________________________ Date medication should be discarded: ____________________

No prescription medicine will be administered at Providence School that is not in the original container.  The bottle/package must be
clearly marked with the name of the child, dosage, and time(s) to be administered.  Any medication left at the end of the school year
will be discarded after one week.

I release Providence School, the personnel, and New Life Christian Fellowship from any liabilies which might arise from the adminis-
tration of the above listed medication.

Parent’s Signature: _________________________________________ Date: _____________________________

DATE TIME INITIALSDOSAGE
AMOUNT

MEDICATION DATE TIME INITIALSDOSAGE
AMOUNT

MEDICATION

______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

(8-8-02)

Department of Health & Rehabilitative Services
Authorization for Distribution of Medication

(Please write legibly)

Student Name:___________________________________________________________________________________________

Name of Medication or Prescription Number: ____________________________________________________________________

Amount of Medication to be given: ____________________________________________________________________________

Times Medication is to be given:_____________________________ Date medication should be discarded: ____________________

No prescription medicine will be administered at Providence School that is not in the original container.  The bottle/package must be
clearly marked with the name of the child, dosage, and time(s) to be administered.  Any medication left at the end of the school year
will be discarded after one week.

I release Providence School, the personnel, and New Life Christian Fellowship from any liabilies which might arise from the adminis-
tration of the above listed medication.

Parent’s Signature: _________________________________________ Date: _____________________________

DATE TIME INITIALSDOSAGE
AMOUNT

MEDICATION DATE TIME INITIALSDOSAGE
AMOUNT

MEDICATION

______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

(8-8-02)


