EGGINTON PRIMARY SCHOOL

PARENTAL CONSENT FOR ADMINISTRATION OF PRESCRIPTION MEDICINES IN SCHOOL

To be completed by the Parent/Guardian of any child requesting that drugs be administered under the supervision of school staff.

Name of child:  ___________________________

Date of birth:  ____________

Address:
____________________________



____________________________



____________________________

Doctor’s Name & Address:  _________________________________________________

Prescribed medicines

The Doctor has prescribed (as follows) for my child:

	
	Name of drug/medicine to be given & any special instructions
	When?  

(lunchtime, after food)
	How much?

(½ teaspoon, 1 tablet, 2 drops)
	Route?

(By mouth, or in each ear)

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	


Signed:  ________________________________  (Parent/Guardian)

Date:  ________________________________

