
Student Name:

Grade:

Allergies:

ORION SCHOOL DISTRICT #223
OVER THE COUNTER AUTHORIZATION FORM

CONSENT 
I understand that my child can receive medications through the School Health Office. I fully
understand by typing my name below authorizes the School Health personnel or designee to 
dispense the above medications. 

DO NOT GIVE ANY MEDICATION WITHOUT VERBAL PERMISSION.

GIVE MEDICATIONS CHECKED BELOW

Acetaminophen, age appropriate dose

Ibuprofen, age appropriate dose
Tums

Triple antibiotic ointment
Hydrocortisone cream

Cough Drops

Parent/Guardian Signature:

Date:
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