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Permission to Administer Medication in School

I consent to my child receiving the following medication in school as per the information provided below. I acknowledge that as parent/ carer, I have given the first two doses of the medication stated without allergic reaction or unexpected side effects. 

I undertake to ensure that the school as adequate supplies of stated medication.

I undertake to ensure that the medication supplied by me is correctly labelled, in date, with storage details provided and that the school will be informed of any changes. 

Child’s name & class:…………………………………………………..….DOB:……………………..

Name of medication:……………………………………………………………………………………

Reason for Medication:…………………………………………………………………………………

Dose:……………………………………………………….

Time/ Frequency to be administered:……………………………………………...
Time last dose given by parent/ carer:……………………………………………..
Medication to remain in school (circle as appropriate): Yes/ No 
If no it is assumed parent/ carer will collect from the school office. 
Storage instructions:…………………………………………………………………………………….

Route: (circle as appropriate):       Oral    Topical     Inhaled       Injection      
If other please provide details:………………………………………………………………………….
Date to start:…………………….. Date to stop:……………………….. Expiry date:…………………

Additional comments/ instructions:…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Known side effects:……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… 
I understand that I am responsible for the collection of any medication provided to the school. Drop of and collection from the school office only. Medication should not come in to school with your child. If your child attends Sunflower Seeds, please make arrangements with them to drop off/ collect medication from the school office. 

Signed (Parent/ Carer):…………………………………………

Print Name:……………………………………………………….
Relationship to child:………………………………………….....

Date:……………………………………………………………….
Please try to arrange the administration at home wherever possible e.g. 3 times daily can be 8am, 3.30pm and 7.30pm. Thank you.
	FOR CONTROLLED SUBSTANCES

Amount of medication received:……………………………………………………...............................
Staff member print name/ sign…….……………………………………………………………………….
Staff member print name/ sign:.........................................................................................................


	FOR PRESCRIBED MEDICATION

Prescribing healthcare provider:………………………………………………………….......................
Phone number:…………….......……………………………………………………………………………..



TO BE COMPLETED BY STAFF ONLY
Always review the written parent/ carer medication instructions and health care provider’s medical prescription 
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