AUTHORIZATION FOR USING TYLENOL OR ADVIL

To the Parent

THE FOLLOWING INFORMATION IS NECESSARY FOR ANY STUDENT TO POSSESS OR USE PRESCRIBED MEDICATIONS OR TO RECEIVE TREATMENT IN SCHOOL.  ALL SPACES MUST BE COMPLTED.

_________________________________________


_____________________________

Name of Student






Telephone

_________________________________________


_____________________________

Address







Date of Birth

_________________________________________


_____________________________

School








Room

I am giving permission for my child to use or receive one, or either, of the following:  (Please mark the medication of choice, or BOTH if either is OK; then mark the appropriate dosage for each)

___________
Tylenol (500 mg per tablet)



________ 2 tablets (adult dosage)



________ other dosage:_______________________

___________
Advil (200 mg per tablet)



________ 1 tablet (adult dosage)



________ other dosage: ______________________

I release 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 indirectly from this authorization.

_____________________________________


________________________

Signature of Parent or Guardian




Date

_____________________________________


________________________

Home Telephone






Work Telephone

_________________

Trip Bus #

