RAVENSHEAD C OF E PRIMARY SCHOOL
Request for School to Administer Medication to Pupils

If you wish medication to be administered to your child you will need to complete and sign this form.  The Head Teacher will then decide if it is appropriate for the school to do this.

Please Note; School will only accept prescribed medicines which need to be administered more than 3 times per day.  All medicines must be in their original, labelled container, clearly showing the child’s name and administration instructions.  Medicine is only given at lunchtime. (Please see Medicines in School Policy for further information.)
DETAILS OF PUPIL

Name __________________________________________________
Class ________________

Address ______________________________________________________________________________
______________________________________________________________________________
Postcode _____________________________
Date of Birth _____________________________

Condition or illness  

____________________________________________________________________

MEDICATION

Name/Type of Medication (as described on the container) 
______________________________________________________________________________

For how long will your child take this medication 
______________________________________________________________________________
Doctor’s Name ___________________________________  Tel No.  _______________________

Date dispensed 

_____________________________________________________________________________

Full directions for use:

Dosage and method 
___________________________________________________________________________

Timing  -  Medicine is only given at lunchtimes. 
Special precautions 
____________________________________________________________________________

Side effects ______________________________________________________________________________

Self administration Y/N 
Procedures to take in an emergency _____________________________________________________________________________

_____________________________________________________________________________

CONTACT DETAILS

Name ________________________________________________________________________

Daytime Tel No. ________________________________________________________________
Relationship to pupil 
_____________________________________________________________________________

Address (if different from above) 
_____________________________________________________________________________
_____________________________________________________________________________
I understand that I must deliver the medicine personally to the Head Teacher and accept that this is a service which the school is not obliged to undertake.

Date __________________

Signed______________________________________  
Parent/Guardian

Relationship to pupil 
___________________________________________________________________________
