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Parental Request for School to Administer Medication
The School will not give your child medicine unless this form is completed and signed. Please note
that staff in schools and Early Years settings will not administer the first dose of a medication that is
new to a child. This is in line with publication HCR-0514-087 from the Care Inspectorate.

Surname of pupil..........coooiiii Forename(s) . ...

Y Yo [0 [ (=11 T MIF..........
Date of Birth......c..oovviii e ClaSS . et

For how long will your child take this medication ...
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Please sign the statement below if applicable.

This is medication new to my child and they have previously received a dose of it.

SIGNALUIE(S) turururururerirernrarrirrernre s s s s s s s s e nas

FULL DIRECTIONS FOR USE

Route e.g. oral, INJECHON ©1C.......... e
S EffECtS. . e
Self ADMINISIratioN. ... e :
Procedures to take in @n @MErgenCY........o.ouiuiiii i
Emergency CONtact Namee. ... ...
Relationship to pupil..........cooooiii Daytime phone no..............c.cooeueee.
AAAIESS . . .

| understand that:

1. | must deliver the medicine personally to ..........ccccceveviiiii (member of staff)
2. If no member of staff who is trained to give medication is available, then the medication
will not be given and | will be informed

SIgNALUIE e Date......cocovviiiiiiiennnn.

Relationship tO PUPIl ...



