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REQUEST FOR ADMINISTRATION OF MEDICINES

To: Headteacher of Frisby CE Primary School

From: Parent/Guardian of…………………………………………………………………………………. (name of child) Class: ………………………………………
· My child has been diagnosed as having: …………………………………………………………………… (name of condition)

· He/She has been considered fit for school but requires the following prescribed medicine to be administered during school hours: ……………………………………………………………………………… (name of medication)

· I allow/do not allow for my child to carry out self administration (delete as appropriate) and complete the attached form, if required.
· Please administer the medication as indicated below:

     ……….…………………..(dosage) at………………….(time)

· This is with effect from………………….……………………….until……………………………………….(dates required)
· The medicine should be administered by mouth/ear/nasal/other……………………………………
(delete as applicable)

· The medicine must be kept in the fridge? YES/NO (delete as appropriate)

· All medicine must be clearly named & handed into the school office for the duration of the treatment.
--------------------------------------------------------------------------------------------------------------------
· I agree to update the school with any changes in routine, use or dosage or emergency medication and maintain an in-date supply of the prescribed medication.

· I understand that the school is not responsible for any loss of/or damage to any medication.

· I understand that the medication it will be stored by the school and administered by staff with the exception of emergency medication which will be near the child at all times (e.g inhalers, Epipen)
· I understand that staff are acting voluntarily in administering medicines to children.

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

Name of parent (please print) ………………………………………………………………………………………
Contact Details: …………………………………………………………………………

                      REQUEST FOR ADMINISTRATION OF MEDICINES
All staff are acting voluntarily in administering medicines.

Before any medication is administered, please make sure that the medicine is clearly labelled with the pupil's name.

PUPIL NAME:
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