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Medication Instruction Form 
(bring this form with you on the day you leave)


Student Name: ______________________________
Chaperone: ______________________________

1. Is the student required to take regular medication?  

Yes

No
(All medications are administered by the chaperones/teachers from JAMS)

2. If your answer to #1 was “yes”, please provide instructions for administration of medication (dosage and time).







3. Can your child be given over the counter medication?

Yes

No 
(Please note: Medication is not dispensed unless there is ABSOLUTE need for it.  Oftentimes, many symptoms can be cured by drinking water and eating properly.  The need for medication is determined by a chaperone or teacher if it is included in child’s medical bag.  The need for medication is determined by a teacher if it is not included in child’s medical bag – in this case medication will come from teacher’s medical kit).
Please check off over-the-counter medications your child is allowed to take if needed.

	Yes
	No
	Medication Name (generics)

	
	
	Acetaminophen (i.e. Tylenol - for headaches/fevers)

	
	
	Diphenhydramine (i.e. Benadryl - for allergic reactions)

	
	
	Epinephrine (for life threatening allergic reactions)

	
	
	Chloroseptic Spray (for sore throat)

	
	
	Cough Suppressant/Expectorant Products – (i.e. Robitussin)

	
	
	Ibuprofen Products (i.e. Advil, Motrin – for inflammation)

	
	
	Kaopectate/Immodium (for diarrhea)

	
	
	Milk of Magnesia (for constipation)

	
	
	Dramamine (for motion sickness/nausea)

	
	
	Pepto Bismol (for upset stomach)

	
	
	Pseudoephedrine (for congestion)

	
	
	Throat Lozenges (for sore throat)


Others not included on the list above:

I hereby give my permission to chaperones and John Adams Middle School staff to administer the above listed medications as instructed by me and/or by the FDA (proper dosage of over the counter medication) in the event that my child is need of such medication.

Parent/Guardian Signature: _________________________________________  Date: _________________

Print Name & Relationship to Student: _______________________________________________________
Teachers:


Dan Brown (Coordinator)


Pam Sever


Kristin Jurewicz


Mariam Guirguis
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