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FORM 1:  REQUEST FOR SCHOOL TO ADMINISTER MEDICATION

This form is for parents to complete if they wish school to administer medication.

DETAILS OF PUPIL
Name of child
            ……………………………………………………………………………………….

Address 


……………………………………………………………………………………….





…………………………………………………………………………………......





………………………………………………………………………………………

Date of Birth 

…………………………………….

Class


…………………………………….

Condition/Illness

…………………………………….

MEDICATION
Name/Type of Medication (as described on the container) …………………………………………………………………………………..

Expiry     ……………………………………………….

Where it should be stored   Fridge     Cupboard    (circle as appropriate)
FULL DIRECTIONS FOR USE

Dosage and when to be given
……………………………………………………………………

For how many days                       ……………………………………………………………………

Side effects


……………………………………………………………………

Self administration

YES/NO

In case of an emergency we will dial 999 and then inform parents
CONTACT DETAILS INCASE OF EMERGENCY
Name ………………………………………………  Daytime telephone No …………………

Relationship to pupil 
……………………………………………………………………

Address 


…………………………………………………………………..





…………………………………………………………………..

I give permission for school to administer the above medication to my child
Date
………………………
Signature (s)
……………………………………………………………………

Relationship to pupil
……………………………………………………………………………………………….

Head teacher’s signature agreeing to administer medication ……………………………
Date ……………………………………………
ORIGINAL - STORE WITH MEDICATION 
PHOTOCOPY - GIVE TO PARENT/CARER
