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ADMINISTRATION OF MEDICINES

PARENTAL REQUEST FORM

The school will not give your child medicine unless you complete and sign this form, and the Head Teacher has agreed that school staff can administer the medicine.

Details of the Pupil

Surname____________________Forename[s]___________________________

Signature of pupil [where appropriate]__________________________________

Address__________________________________________________________

Date of Birth _____________________________                                M  (  F  (
Class_______________

Condition of illness_________________________________________________

Name of General Practitioner_________________________________________

Telephone Number_________________________________________________

Medication________________________________________________________

Name/Type of medication [as described on the container/packet] ________________________________________________________________

________________________________________________________________

For how long do you anticipate your child will be taking this medicine?

_______________________________________________________________

Date dispensed    /    /                          Short Term                     Long Term
Full directions for use – as per instructions

________________________________________________________________

Dosage and method [e.g. oral]________________________________________

Timing __________________________________________________________

Special precautions

________________________________________________________________

Side effects

Self administration information ________________________________________________________________

________________________________________________________________

Procedures to take in the event of an emergency.

________________________________________________________________

Emergency contact name and numbers – no medicines will be administered without 2 contacts – these will be periodically checked to ensure that they are ‘live’, if they are not staff may refuse to administer medication. If your personal details change it is vital that you contact the school office immediately.

[1]

[2]______________________________________________________________

I understand that I must deliver the properly labelled and in date medicine to the agreed member of staff.

I would confirm that my child [name of child] _______________________ requires the above medicine and that it can be administered by a non-medically qualified person. Furthermore, I fully understand that this is a service that the school is not obliged to undertake.

Signature[s] _______________________   ___________________________

Relationship to the child

Date     /       /







