
 
 
 
 
 
 
 
 

NON-PRESCRIPTION MEDICATION FORM 
 
 

Name of Child: ____________________________________________________ 
 
Name of Medication: ________________________________________________ 
 
Dosage:  __________________________________________________________ 

 
Hours Medication Should Be Given:  ____________________________________ 
 
Number of Days: ____________________________________________________ 
 
Special Concerns:  ___________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
 
The above medication may be given to my child: 
 
Parent/Guardian Signature:  __________________________________  Date:  ______________ 
 
 
 
 


