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Administration of Medicines in School
	Child’s name
	

	Child’s Class
	

	Condition/Illness
	

	Name of parent giving permission
	

	Signature
	

	Parent’s contact number
	

	Date permission given
	

	[bookmark: _GoBack]Name of prescribed/non-prescribed medicine (please select)
	

	Expiry Date
	

	Dose
	

	Time to be given
	

	Storage
	

	Course completed
	



School Use Only
	Date
	Dose
	Time Given
	Staff Name
	Signed
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