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MIDDLEBURY COMMUNITY SCHOOLS 
57853 Northridge Drive 

Middlebury, Indiana 46540 
 
 
       Date  ______________________________ 
 
Dear Parent and/or Physician: 
 
You are asked to note the following Indiana statute: 
 

A school administrator, teacher or other school employee designated by the school administrator, who is in 
good faith administers either: 
 
1) a non prescription medication in compliance with the written permission of the pupil’s parent or 

guardian; or 
2) a legend drug, as defined in IC 16-6-8-2(k), in compliance with the written order or a practitioner, as 

defined in IC 176-6-8-2(b), acting within the scope of his practice; (prescription medication). 
 
to a pupil is not liable for civil damages as a result of the administration except for an act or omission 
amounting to gross negligence or willful and wanton misconduct.  The school shall keep on file the written 
permission of a pupil’s parent or guardian and/or the written order of a practitioner depending upon the 
length of time the medicine is to be administered by school officials. 

 
All prescription and non-prescription medication must be brought to school in the original container with the 
student’s name, name of the drug, directions for giving, and the doctor’s name on the container.  We cannot 
administer loose pills. 
 
Please note the following change in Indiana law regarding the release of medication by the school: 
 

Medication that is possessed by a school for administration during school hours or at school functions for a 
student in grades K-8 may be released only to: 

(1) the student’s parent; or 
(2) an individual who is: 

(A) at least eighteen (18) years of age; and 
(B) designated in writing by the student’s parent to receive the medication. 

 
Students in grades 9-12 may take medications home, if the student’s parent provides written permission for 
that student to receive the medication. 

 
 
A request has been made by __________________________ to dispense medication during the school day. 

(Student’s Name) 
 
We believe it is in the best interests of all students to have clear and specific written directions on dosage and 
administration from parents if non prescription and both parent and physician if prescription.  Toward that end, 
please complete the appropriate section(s) of the attached form and return it to us so that we can best protect and 
participate in the treatment of your student. 
 
Thank you for your cooperation. 
 
 
 
      ____________________________________ 
        School Nurse 



 
Student Name: ________________________ Grade/Teacher: ___________________________ 
 
If you wish non-prescription medication to be administered to your child at school, if needed during 
the school year (such as for a headache or stomach ache), please check below and sign giving 
permission to administer: 
 
_____Acetaminophen (Regular Strength Tylenol) _____Other 
        Provide your own in 
_____Children’s Chewable Tylenol     original container 
  (may provide own)    Product_________________ 
       Dose_________________ 
_____Adult Ibuprofen 
  (need own supply) 
 
_____Antacid 
 
_____Would prefer my child not receive non-prescription medication at school 
 
 ____________________  ___________________________________ 
  Date     Parent or Guardian Signature  
 
 
 
 
 
 
To: School Personnel at _____________________________________ 
     (Name of School) 
 
Re: Administration of Medication 
 
This notice is to inform you that _______________________, a student enrolled in your school, is 
currently under medical care and as part of that care, this student must receive medication known as 
___________________________ in accordance with the following instructions on dosage and 
administration: 
 
I request and authorize you to administer this medication in accordance with the above instructions.  
These instructions remain in force until ____________________ unless you are otherwise notified by 
me.  Problems concerning administration of the medication can be referred to me at (telephone 
number) ____________________. 
 
Date: ____________________ Signature of Doctor: _______________________________ 
 
      Address: ___________________________________ 
          ___________________________________ 
 
Signature of Parent(s): _________________________________________________________ 
 

NON-PRESCRIPTION MEDICATION 
PERMISSION FORM 

PRESCRIPTION – PARENT’S / DOCTOR SECTION 
(To be completed only when medicine will be 

administered by school more than 5 days) 


