


 
Conejo Valley Unified School District 

Parent Release for Administration of Medicine 
 

__________________________________________________________________________________ 
Student's Name, Last Name First (please print clearly) 

 

The following remedies will be available to use if needed during any Band trip: 

1. Tylenol for headaches 3. Cough drops for coughs or sore throats 
2. Pepto Bismol for upset stomach/diarrhea  4. Neosporin ointment for rashes/abrasions 

These remedies may be used as needed by my child. 

Signature of Parent / Guardian:  ____________________________________________Date: _______ 

Address:  ____________________________________________________________________________ 

Home Phone: _____________________________Work Phone:   ________________________________ 

Personal Physician:   _______________________________________    Phone:  ____________________ 

NOTE: If you send other over-the-counter medication with your child, please complete below: 
 
Non-Prescription Medication 
 
A chaperone is not allowed to administer vitamins or non-prescription medication to a child without authorization 
of the parent(s) or guardian(s).  If you wish to have your child receive medication you must fill out this form.  All 
medications must be clearly and properly labeled in their original containers. 
 
Name of Medication:  ___________________________________________________________________ 

_____________________________________________________________________________________ 

Dosage, Schedule and Method of Administration:  _____________________________________________ 

_____________________________________________________________________________________ 

Special instructions or comments:  __________________________________________________________ 

_____________________________________________________________________________________ 

 
PRESCRIPTION MEDICATION(S) 
 
Prescription medications must be prescribed by a physician, be in the labeled container from a 
pharmacy, and be accompanied by a note from the physician specifying method of administration, 
dosage, and time schedule.  PLEASE ATTACH PHYSICIAN'S STATEMENT.  If you already 
submitted a blue medication card signed by a doctor, that will be sufficient. 
 
Name of medication(s):  __________________________________________________________________ 
I am requesting that chaperone’s assist in administering the above medication to my child. 
Signature of Parent/Guardian:  _________________________________________________________ 
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