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	AUTHORISATION FOR ADMINISTERING MEDICATION


	St Mary’s

Church of England

Primary School




	CHILD’S NAME:

	

	DATE OF BIRTH:

	

	ADDRESS:
	

	
	

	TELEPHONE NUMBER WHERE PARENT CAN BE CONTACTED IN AN EMERGENCY

	Home:
	

	Work:
	

	Mobile:
	

	
	

	REGULAR MEDICATION:          ( Yes  ( No
	EMERGENCY MEDICATION:     ( Yes  ( No

	

	MEDICAL CONDITION:
Please give details of what child is suffering from

	

	

	

	MEDICATION PRESCRIBED:

	

	

	DOSE:

	

	

	TIME TO BE GIVEN:


CONSENT

I give consent to the members of staff to administer the routine medication as detailed above.
I understand that this is a service which the school is not obliged to undertake.

I understand that I am responsible for ensuring the appropriate medication is available to the school.  I authorise the School Health Team to contact my GP to discuss if necessary.

I confirm I am the parent/carer with parental responsibility for this child and am able to give authority for the administration of the medication.

Signed: …………………………………………………………………
Date: …………………………


