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                                                                                                                                                                                                                                                                    ADMINISTRATION OF MEDICINES

SYMPTOMS FORM










Only to be used with as required medication,
SCHOOL/CENTRE: 
GLEN FAMILY CENTRE






NAME OF CHILD:





 

Name of Medication:






	Reason the medication is to be administered ‘as directed’-




	Description of symptoms indicating medication is required-




PARENTAL APPROVAL
I confirm that my child ____________________________ requires the above medicine as indicated by the symptoms described and agree that a non-medically qualified person can interpret the symptoms.  I will also undertake to inform the Head Teacher immediately of any changes.
Parents’ Name:




Signature




Date________

Medication coordinator                      


Signature




Date________
	Date
	Time
	Reason for administration of Medication

(Description of  symptoms)


	Phone call to parents

(time)
	Staff Signature
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