[image: ] PARENTAL CONSENT FOR ADMINISTRATION OF MEDICINES IN SCHOOL

The school will not give your child medication unless you complete and sign this form. 
Name of child	_________________________________________    
Name of Medicine	_________________________________________
Storage	_________________________________________
Dosage	_________________________________________
Time of Dosage	 _________________________________________
Dates that medicine is to be administered from  	__________________________________________
Dates that medicine is to be administered to  	__________________________________________
[bookmark: _GoBack]How is the medicine to be administered, e.g. by mouth, in the ear, nasally, etc ______________
Today’s date	__________________________________________
Parent/Carer’s Signature	__________________________________________
	Date
	Dosage
	Time
	Name of staff administering

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



I will inform the school immediately, in writing if there is any change in dosage or frequency of the medication or if the medication is stopped.
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