REQUEST FOR SCHOOL TO ADMINISTER MEDICATION

Pupil's Full Name: ...t Class: ..o,

A PSS! oo ettt et eee et et et a et et e e et et et et eea e et aen e eet et e et e e eenre et eenrenneeraran

CONAITION/TIINCSS: ..o e e eee et ee et ces e s vesees e s eseesees s es e sesees s s aesses et eessennseen s anssen s

Name/Type of MediCAtion: ..........coooociiiiieioieeies ettt s s st s
Date Dispensed: ...,
Frequency of DosSage: ........oommrcrnens TIMINGS e

Additional instructions/information (eg before/after food, interaction with other
medicines, possible side effects, storage inStructions): ...

Emergency Contacts:
Name: ..o RElGTIONSip to Child: e
Daytime telephone NUMDEr: ...ttt s e
OR
Name: ..o RElGTIONSip to Child: e
Daytime telephone NUMDEIr: ... ettt s s
T understand that I must deliver the medicine personally to a member of staff and
collect any remaining medication when the course is completed. I accept that the

School has the right to refuse to administer medication.

SIGNEA: ..o NAME: ..o

Relationship to Child: ... Date: ...

School Use:

Remaining medication returned to parent on (date): ...........oceconeonneeensseeesinieennnen

Or disposed Of Via: ......ecorecvsrricsrrrcerrrc. ON (AATE): oo



