BENTFIELD PRIMARY SCHOOL

REQUEST FOR SCHOOL TO ADMINISTER MEDICATION | @

)

Pupil Full Name: Class:

Condition / lliness

Name of Medication

How long is your child required to take the
medication?

Date treatment started

Time(s) dose to be given

Amount of dose

Additional information: eg before/after food,
possible side effects, storage details,
interaction with other medicines

Emergency contacts

Name Relationship to
child
Daytime ‘phone number|
Name Relationship to
child

Daytime ‘phone number

| understand that | must deliver the medicine personally to my child’s class and collect any
remaining medication daily or when the course is completed.
| accept that the School has a right to refuse to administer medication.

. Relationship to
Signed: Date:
8 child:
For school use only: RECORD OF MEDICATION ADMINISTERED
DATE TIME NAME NAME OF DOSE SIGNED

MEDICATION/REASON* GIVEN




