PARENTAL REQUEST FOR THE ADMINISTRATION OF MEDICINES IN SCHOOL

JANUARY 2009
To be completed by the Parent/Guardian of any child requesting prescribed drugs to be administered under the supervision of school staff or where a child is bringing prescribed medicine into school which they will self-administer, (Asthma Drugs).
Please complete in BLOCK LETTERS

Name of child _______________________________ Date of birth ____________________
Address          _______________________________ School: _________________________
                       _______________________________ Doctor’s Name ___________________

Please note that we do not allow non-prescription medicines into school e.g. paracetamol, calpol, cough medicines, etc.

PRESCRIBED MEDICINES
Please note that antibiotics should only need to be given in school time if the prescription is for four times per day.  
The Doctor has prescribed (as follows) for my child

	Name of Drug or Medicines to be given and any special storage instructions
	When? e.g. lunchtime? After food? When wheezy? Before Exercise?)
	How much (e.g. half a teaspoon? 1 tablet? 2 drops?)
	Route (e.g. by mouth or in each ear)

	
	
	
	


Child’s Name _____________________________________________________ can administer his/her own medication*/requires supervision to administer his/her own medicine*/requires assistance in administering his/her medicine.
I understand that it may be necessary for this treatment to be carried out during education visits and other out of school activities, as well as on the school premises.

I undertake to supply the school with drugs and medicines in the original duplicate labelled containers, provided by the dispensing chemist.

I accept that whilst my child is in the care of the school, the school 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, but I will be told of any such action as soon as possible.

I can be contacted at the following address/telephone during school hours.

Name __________________________________________   Signed____________________

Contact

Address ________________________________________  Date _____________________

_______________________________________________ Tel. No. ___________________  
*Delete that which does not apply.

THIS FORM SHOULD BE SECURELY FIELD AWAY IN THE ADMINISTRATION OF MEDICINES FILE
