


Louisville City Schools
Authorization of Medication Administration



 

Louisville City Schools 
Certification of Authorization for Administration of Over­the­Counter Medication 

Overnight Field Trip Form 
 

*DEMOGRAPHIC INFORMATION* 
Student’s Last Name: 

 
Student’s First Name: 

 
Student’s 
Middle Name: 

 
Street Address:  City:  Zip 

Code: 

School:  Grade:  Birth Date: 

Emergency Telephone Number(s): 

Does this student have any allergies to foods or medication?  Yes  No 

         If so, please list: 
_____________________________________________________________________________ 

 
*Over­The­Counter Medication* 

The Louisville City Schools staff members accompanying students on the trip will have the following medications 
available. Please review the list and  INITIAL   next to the medication that you consent to be administered to your child. 

All dosages will be based on recommended manufacturer packaging instructions. 
Parent 
Initial 

Medication  Parent 
Initial 

Medication 
 

  Acetaminophen (ex. Tylenol)    Ibuprofen (ex. Motrin) 
  Antibacterial Ointment (ex. Neosporin)    Antacids (ex. Tums, Maalox, Mylanta) 
  Cough Drops/Throat Lozenges    Topical Corticosteriods (ex. Hydrocortisone 

Cream) 
  Motion Sickness Medication (ex. Bonine)    Antihistamine (ex. Benadryl) 
 

  If there are other OTC medications that your child might need, Please  list them below  and  initial  the box 
(Note:  Parent  is responsible for providing medication indicated) 

 

 

 
*Parent Guardian Authorization* 

Authorization to administer the above listed over­the­counter medication lasts for the duration of the trip only. 
With full knowledge of emergencies, dangers, and risks related to the administration of such medication by Louisville 
City Schools’ district employees, officers, or agents, we the undersigned, hereby waive all claims, which might arise from 
the said administration of such medication to said minor child and the results thereof. We agree to indemnify and hold 
harmless Louisville City Schools’ employees, officers, or agents, from any and all liability relative to the administration of 
such medication. 
I understand I must submit a revised statement and sign it if any information changes prior to the departure of the trip. 
Parent/Guardian Signature________________________________________________________ 
Date____________________ 
Contact Phone #1_____________________________________   Contact Phone 
#2____________________________________ 



Louisville City Schools Medication Form

Overnight Field Trip 

STUDENT’S NAME __________________________________

⬜   My child is NOT prescribed any medications.

⬜   My child is prescribed medication(s).

_____________________________                       _____________________________________
Print Student/Participant Name                                     Signature of Parent or Guardian
 

_______________________________________
Date of Signature (REQUIRED)

**********************************************************************************************

IF THERE ARE ANY PRESCRIBED MEDICATIONS

Please complete the following.

A written statement from a licensed health professional authorized to prescribe drugs accompanied by the written 
authorization of the parent are required. Only medication in its original container labeled with the date, student’s name, 
and exact dosage will be administered. Forms and prescribed oral medication must be turned into to school at least a 
week before the trip. Please only supply exact amount medication needed for the exact days of the trip.

Please list prescribed medication bringing:

Medication Name Dosage Time Administered

   

   

   

 

It is required for any student that has prescribed emergency medication (inhaler, epipen, and glucagon) to carry and use, as necessary, 
throughout the trip.  The student must show the prescribed emergency medication to the staff member on the bus prior to departure for 
the trip to ensure that we have the necessary medication.  Staff members have been trained on the medical needs of the child.

 

_________________________________________                         ________________________________
Signature of Parent/Guardian                                                 Date(Required)

 


