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Medicine Administration Form 2
Parents Name ……………………………………………………    




Telephone number: ……………………………………………………………….

Name of child: …………………………………………………..                     


Date of birth: …………………………………………  Year Group …………
Medical condition: ……………………………………………




Doctor’s name and Practice: …………………………………………………
PRESCRIBED MEDICINIES TO BE ADMINISTERED BY A MEMBER OF STAFF OR SELF ADMINISTERED BY THE CHILD UNDER THE SUPERVISION OF A MEMBER OF STAFF
	Name of Medicine to be given
	Can the child self administer?
	Time of day it need to be administered?
	What dosage?
	When will the course be completed?
	Route (eg, by mouth, ear etc)

	
	
	
	
	
	


Please can you give us information about any expected symptoms or side effects of taking the medicine.
…………………………………………………………………………………………..………………………………………..…………………………………………………..………………………………………………………………………………..…………………………………………………………………………………………………………………………………….
Procedures to take in an emergency.
…………………………………………………………………………………………..………………………………………..…………………………………………………..………………………………………………………………………………..…………………………………………………………………………………………………………………………………….

I understand that it may be necessary for this treatment to be carried out during educational visits and other out of school activities, as well as on the school premises.  

I undertake to supply the school with the medicine required in the original duplicate labelled containers, provided by the dispensing Chemist.

I accept that while my child is in the care of school, the staff stand in the position of the parent and that the school staff may, therefore need to arrange any medical aid considered necessary in an emergency. I will be told of any action as soon as possible.

I am aware that staff and other adults will be told about the medical condition in case of an emergency.

Signed: ……………………………………………Date: ………………….............

