HESWALL PRIMARY SCHOOL

REQUEST FOR SCHOOL TO ADMINISTER MEDICATION

Name of Pupil:  ______________________________________________________
Date of birth:  _______________________    Year Group:  ___________________

Name of Medication:  _________________________________________________
Expiry Date: ________________________________________________________

Quantity of medication received: ________________________________________

Dosage & method:  __________________________________________________
Special precautions: _________________________________________________
Side Effects: ________________________________________________________

Allergies: ___________________________________________________________
Name of person who brought medicine in: _________________________________
Relationship: ________________________________________________________
Address: ___________________________________________________________
Phone no:    
(work) ___________________________________________________

(home) __________________________________________________
GP: _______________________________________________________________

I understand that I must deliver the medicine to the school office and accept that this is a service which the school is not obliged to undertake.

Signed: __________________________________(parent/guardian) date: _______

I agree that I will endeavour to ensure that this child will receive the medication specified above.

Signed: __________________________________(school staff) date: ___________

If your child has any life-threatening conditions, e.g. nut allergy, diabetes, epilepsy, please inform staff immediately.
	Date
	Time given
	Dosage
	Quantity Left
	Signed by Staff
	Signed by Staff

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


