EDUCATION AND LEISURE SERVICES
ADMINISTRATION OF MEDICINES

PARENTAL REQUEST FORM

School/Centre/College …………………………………………………………………..…….

Name of Pupil/Student …………………………………………………………………………

Date of Birth ……………………………………………………………………………………..

Name of Medicine ………………………………………………………………………………

Dosage ……………………………………………………………………………………………

Timing …………………………………………………………………………………………….

Name of General Practitioner ………………………………………………………………...

Address ………………………………………………………………..…………………………

…………………………………………………………………………………………..…….……

Telephone Number ………………………………

I would confirm that my child ………………………………………………………………...









(Name)
requires the above medicine and that it can be administered by a non medically qualified person.

Home Address ……………………………………………………………..……………………

………………………………………………………………………………………………………

Telephone  Number ……………………………..

Signature of Parent/Guardian …………………………………………………………..……

Date ……………………………………………….

If no telephone please give telephone number of neighbour or relative

Name of neighbour/relative  …………………………………………………………………

Telephone Number ………………………………

EDUCATION AND LEISURE SERVICES
ADMINISTRATION OF MEDICINES

DAILY RECORD OF DOSAGE

Thorn Primary School

	Date
	Time
	Name of Child
	Name of Medicine
	Dosage
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