Appendix 1:1


Happyhansel Primary School – Medication in Schools 1

Parental Request for administration of prescription medication to a child by a member of school staff

The school will not give medication to a child unless this form is completed and signed and the Head teacher / Principal teacher has agreed that school staff can administer the medication.

Details of Pupil:

Pupil’s name ____________________________ Date of birth________________
Address __________________________________________________________
Telephone number __________________ Emergency contact _________________
Condition / illness ___________________________________________________
Medication

Name / Type (as described on container)_________________________________________________________
Dosage___________________________________________________________
Time of administration of medicine ______________________________________
Duration of prescription ______________________________________________
Special precautions / side effects ______________________________________
Parental Request / Responsibility

In asking the school to administer the above medication, I understand that I must deliver the medicine personally to the Head-teacher/ Principal teacher and accept that this is a service which the school is not obliged to undertake.

Parent / Carer signature _____________________________ Date ___________
Signature of administering staff member

 ______________________________________________

This form is to be completed by the school 

Confirmation of the Head teacher / Principal teacher’s agreement, for a member of staff to administer prescription medication.

I agree that the named pupil may receive medication administered by the stated member of school staff, as prescribed by the General Practitioner / Hospital Doctor and requested by the parent / carer(s)

Head teacher / Principal teacher’s signature ______________________
Name of Pupil ______________________________ Date __________

Name of medication ________________________________________
	Date
	Time
	Dose
	Reaction /Refusal?
	Name / Signature of staff member

	
	
	
	
	


