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   Details of Pupil

   Surname:       ________________________________________________________

   Forename(s): ________________________________________________________

   Address:       ________________________________________________________

   ___________________________________________________________________

   Date of Birth: _______________________________

  Class:  ____________________________

  Condition or Illness: ___________________________________________________

   ____________________________________________________________________

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

______________________________________________________________________

______________________________________________________________________
For how long will your child take this medication:

_______________________________________________________________________

_______________________________________________________________________

Date Dispensed: _________________________________________________________

Full directions for use: _____________________________________________________

 _______________________________________________________________________

Dosage and method:______________________________________________________

_______________________________________________________________________

Timing:_________________________________________________________________

Special precautions: _______________________________________________________

________________________________________________________________________

Side effects: _____________________________________________________________

________________________________________________________________________

Self administration: ________________________________________________________

Procedures to take in an Emergency: __________________________________________

________________________________________________________________________

Contact Details

Name: __________________________________________________________________

Daytime Telephone No:_____________________________________________________

Relationship to Pupil:______________________________________________________

Address:________________________________________________________________
________________________________________________________________________

I understand that I must deliver the medicine personally to ___________________________

 [agreed member of staff] and accept that this is a service which the school is not obliged to 
undertake.

Date: __________________________________

Signature(s): ______________________________________________________________
Relationship to pupil: ________________________________________________________
School’s agreement to administer medication

I agree that ________________________________ will receive 

______________________________________________[name and dosage of medication] 

every day at ___________________ [time eg. lunchtime or afternoon break]. 
_______________________ (name of child)  will be given/supervised whilst he/she takes their 

medication by _________________________________________________ [name of member of staff]. 

This arrangement will continue until _______________________
[either end date of course of medicine or until instructed by parents].

Date: ______________________________________________

Signed: ____________________________________________

 (The Principal/Named Member of Staff)
