
CLAFLIN JUNIOR-SENIOR HIGH SCHOOL 
USD #354 

 
PERMISSION FOR NON-PRESCRIPTION MEDICATION AT SCHOOL 

 
 
Name of Student_____________________________________    Grade________________ 
 
 
 
 

 
 I hereby give my permission for _________________________to carry and self-

administer non-prescription/over-the-counter medication at school and school activities. 
 

 I certify that the child named has received at least one dose of the medication and has not 
had adverse reactions to it. 

 
 I understand that the school shall not e liable for damages as a result of an adverse reaction 

to the drug. 
 

 I understand that it is my responsibility to furnish this medication. 
 

 
 
 
_________________________________                  _____________________________ 
         Signature of Parent/Guardian                                                   Date  
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