2013  South Amherst Middle School Overnight Class Trip
Over –the-Counter “As Needed” Medication Administration Permission Form
Student Name:  __________________________________________________________ has my permission to take the medication(s) that I have checked below if the need arises during the class trip, according to package directions and indications.  These medications are provided by and administered only by school personnel.

In giving permission, I acknowledge that my child has no known allergies or other contraindications to taking the medication(s).

Please write “yes” or “no” before each medication:

____ Acetaminophen 325 mg. 1 to 2 tablets every 4-6 hours, not to exceed 8 tablets in a 24 hour period.  For relief of minor aches and pains associated with the common cold, headache, flu, and the reduction of fever. (well-known brand name:  Tylenol).

___ Ibuprofen 200 mg. 1 tablet every 4-6 hours, not to exceed 6 tablets in a 24 hour period.  For relief of minor aches and pains associated with the common cold, headache, toothache, arthritis, menstrual cramps, flu, and the reduction of fever. (well-known brand name:  Motrin).  Warning: do not take if you have ever had a severe allergic reaction to aspirin, such as hives, breathing problems, swelling or shock.

___ Bismuth salicylate 262 mg. chew 2 tablets and drink plenty of clear fluids every ½ to 1 hour while symptoms persist, not to exceed 16 tablets in a 24 hour period.  For control of diarrhea and associated abdominal cramping, and soothing relief of indigestion, upset stomach, heartburn, and nausea. (well-known brand name: Pepto-Bismol)  Warning: do not take if you have ever had a severe allergic reaction to aspirin, such as hives, breathing problems, swelling or shock.  Do not take if recovering from chickenpox or flu. 

Parent/Guardian Signature: _________________________________________________

Parent/Guardian Name (please print):_________________________________________

Relationship to child: ______________________________________________________  

For prescription medications:  a “Physician’s Request for the Administration of Medication in School” must be completed by parent AND physician.
Completed form(s) may be faxed to South Amherst Middle School at 440-986-7022.

