Request for a pupil carry his/her own medication.

This form must be completed by parents/carers.

PUPIL DETAILS
Pupil’s Name: __________________________

D.O.B.____________________

Male

Female

Condition or illness:

______________________________________________________________________________

MEDICATION
Parents/carers must ensure that the medication supplied is in date and properly labelled.

Name/Type of Medication: _______________________________________________________

Dosage & Timing: ______________________________________________________________

Special precautions: ____________________________________________________________

Are there any side effects that the school needs to know about?

______________________________________________________________________________

Procedures to take in an Emergency: ______________________________________________

CONTACT DETAILS

Name: _______________________________
Relationship to Pupil: ___________________

Phone No: ___________________________

I would like my child to keep his/her medication on him/her for use as necessary.
I understand and accept that:


it is my responsibility to ensure that any medication I supply the school is in date
and properly labelled;


I must notify the school of any changes in writing.

Parent/Carer Signature:__________________________

Print Name:____________________________________

Date: ____________________
AGREEMENT OF PRINCIPAL / AUTHORISED MEMBER OF STAFF
I agree that the above name child will be allowed to carry and self-administer his/her medication

whilst in school and that this arrangement will continue until either end date of course of medication

or until instructed by parents/carers.
Signed (Principal / authorised member of staff): _______________________

Date: __________________
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