FORM H-6

Mendham Township Middle School

16 Washington Valley Road, Brookside, N.J. 07926

Patrick J. Ciccone, Ed. D Erin Giarrusso, RN
Principal School Nurse: 973-543-2505 x226
pciccone@mendhamtwp.org egiarrusso@mendhamtwp.org

AUTHORIZATION FOR OVER-THE-COUNTER MEDICATIONS (OTC) DURING SCHOOL HOURS

Student Name: Date of birth: Grade:
Parent/Guardian Name:
Home Address:

Parent/Guardian Phone: Home: Cell: Work:

| request that my child be administered the following OTC medication(s) by the school nurse if needed throughout
the current school year as directed by my child’s medical provider below. Medical authorization forms are effective
for the school year in which the order was written. New forms must be submitted each school year.

Parent/Guardian Signature: Date:

This section for completion by Licensed Medical Provider: (STAMP)

LMP Name:
Address:
Phone:

The following OTC medications will be stocked in the school health office: Acetaminophen liquid (160mg/5ml),
Acetaminophen tabs (325 mg/tab), Ibuprofen liquid (100mg/Sml), Ibuprofen tabs (200mg/tab), Diphenhydramine
HCI/Benadryl liquid (12.5mg/5ml), Diphenhydramine HCl/Benadryl tabs (25mg/tab), Tums Regular strength tabs

Medication: Route: Dosage:

Frequency: Reason for use/signs & symptoms:

List side effects and/or contraindications:

Medication: Route: Dosage:

Frequency: Reason for use/signs & symptoms:

List side effects and/or contraindications:

Medication: Route:

Frequency: Reason for use/signs & symptoms:
List side effects and/or contraindications:

Provider's Signature:

Every Student Every Dayl @»\\\



