ABBEY ROAD PRIMARY SCHOOL – MEDICINE FORM
Parental agreement for school to administer medication

ONLY IF PRESCRIBED 4 TIMES PER DAY BY A DOCTOR

The school will not give your child medicine unless you complete and sign this form and the medicine concerned has been prescribed by a doctor with a dosage that is required at least 4 times per day.

Child’s Name:		____________________________________________

Class:			_____________________

Name of medicine:	_____________________________________________

Time(s) medication should be administered: ______________________________________________

Date to start administering the medication: ________________________________________

Date to finish administering the medication: _________________________________________ 

Note: Medicine must be in the original container as dispensed by the pharmacy, so it shows the child’s name, date, and dosage (school can only administer the dosage stated on the medication)

Which is the best contact number to use during this period: _________________________________
The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to school staff administering medicine in accordance with the school/setting policy.  I will inform the school/setting immediately, in writing, if there is any change in dosage or frequency of the medication or if the medicine is stopped.

Parent/carer signature __________________________________________________

Print Name _____________________			Date: ______________________
