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Child’s details
First name;: Surname:
Date of birth: Class / Year:
Medication

Medical condition:

Name of medicine:

Start date: End date:

Dosage / timings required during school day:

If a dose has been given this morning, please confirm time:

Does the medication need to be kept in the fridge? Does the medicine need to be taken before / after
Yes / No food?

Authorisation

The information | have given on this form is, to the best of my knowledge, accurate at the time of writing and |
give consent for school staff to administer the medication listed above to my child. | will inform school
immediately if there is any change in dose/frequency of the medication.

Parent / Carer name: Contact number:

Signature: Date:

Record of medication given:

Date Time Dose given Administered by: Witnessed by:
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