FORM C

CONSENT FOR OVER-THE-COUNTER MEDICATIONS

[bookmark: _Int_6hwRqLhX]Authorized Activity Name:                                                (hereafter “Authorized Activity”) 

Date(s):

Time(s): 

Location: 

GENERAL INFORMATION 

[bookmark: _Int_BNKo7Mrq]Child’s Name:                                                                        (hereafter “Child”) 

Gender   M ____ F____

Over the Counter (OTC) Medication may at times need to be administered, if approval is indicated by the participant’s parent or guardian. Please complete the following section to save time if your child needs any of these OTC medications during his/her Authorized Activity participation. 

Authorized Activity staff are not permitted to administer any medications or provide first aid without parental authorization  

I hereby grant permission for the following medications to be administered to my Child if necessary. Authorized Activity are permitted to dispense the medications checked below. 

_____Ointments for minor wound care, first aid: (includes antiseptic, anti-itch, anti-sting, antibiotic, and sunburn ointments) as directed.

_____Tylenol/Acetaminophen: Administer as directed. 

_____Ibuprofen: Administer as directed. 

_____Throat lozenges and or spray: For relief of sore throat as directed. 

_____Micatin or anti-fungal treatment: For treatment of athlete’s foot as directed. 

_____Kaopectate or Imodium: For diarrhea, as directed. 

_____Milk of Magnesia, Pepto Bismol or Mylanta: For upset stomach or nausea, as directed. 

_____Rolaids or Tums: For acid reflux, heartburn, or indigestion, as directed. 

_____Benadryl: For swelling, hives, or allergic reactions, as directed. 

_____Actifed or Sudafed: For nasal congestion or allergy relief, as directed.

_____Visine or other eye drops for minor eye irritation. 

_____Medicated lip ointment: for dry, chapped lips, lip blisters or canker sores, as directed. 

_____Swimmer’s ear drops: as directed. 

_____Hydrocortisone ointment: for mild skin irritations, poison ivy, or insect bites, as directed.  

_____Medicated powder: for skin irritation, as directed. 

_____Robitussin or other cough syrup: as directed. 

_____Calamine lotion: for bug bites or poison ivy. 

_____Sunscreen. 

_____Bug repellent. 

_____Other (list any other approved over-the-counter medications). 


Authorized Activity staff may use generic equivalents of over-the-counter medications listed above when available.   

I understand that administration of these medications will occur without the supervision of medical personnel. 

If any condition involves fever, significant inflammation or does not respond to the treatments outlined above, a consultation with the student’s parent/guardian will be arranged. Additionally, if a condition arises that requires treatment with any over-the-counter medications not listed, the parent or guardian will be contacted.  

I understand that these over-the-counter medications are not necessarily kept on hand and available to be administered immediately. 

I authorize the administration of over-the-counter medications to my child as indicated above. 

[bookmark: _Hlk171933739]I, on behalf of myself and my Child, hereby release, indemnify and hold harmless the Authorized Activity Staff, Ball State University, its Board of Trustees, Administration, Faculty, Staff, Students, Volunteers, and all other officers, directors, employees and agents against any claims of negligence that may arise relating to my child being administered the above indicated over-the-counter medications. 

I have legal authority to consent to medical treatment for my child named above, including the administration of the medications listed above during the Authorized Activity. 

Parent/Guardian Name:  ____________________________________ 

Parent/Guardian Signature:  ________________________________ 

Date:  ____________________________
