
Medina Christian Academy
Over-The-Counter Medication Form

This authorization is in effect for (select one and complete blank)

Month of____________Only_____________Weeks Only____________________Days Only

___________________________Academic Year (A new form must be completed each year.)

Student’s Name:_____________________________________________________________

Grade:_________________Teacher:_____________________________________________

Medication:_________________________________________________________________

Dosage (Amount and How Often):_______________________________________________

If it’s to be given at a specific time, list here:_______________________________________

Special Instructions:__________________________________________________________

__________________________________________________________________________

Please list any other medications your child is taking that might interact with this

medication:___________________________________________________________________

____________________________________________________________________________

Parent/Guardian Signature:______________________________________________________

Date:_____________________________________

Home Phone #:_____________________________

Work #:____________________________________

Cell Phone #:_______________________________

Medication must be in the original container


