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[bookmark: _heading=h.dijgpijje1rd]Parental Agreement for School to administer Medicines
The school will not give your child medicine unless you complete and sign this form. The school has a policy that the staff can administer medicines.
[bookmark: _heading=h.vtsl46or0442][bookmark: _heading=h.mvubfp1qh1xy]
	[bookmark: _heading=h.gj4plfmvdlc7]Name of Child
	


	Date of Birth
	


	Class
	


	Medical condition/illness
	




	Name of medicine (as described on the container)
	

	Expiry Date
	


	Dosage and Method
	


	Timing
	


	Special precautions/other instructions
	


	Self-administration (y/n)
	


	Procedures to take in an emergency
	




PLEASE NOTE: Medicines must be in the original container as dispensed by the pharmacy

	Contact Details
	

	Name
	


	Daytime telephone no.
	


	Relationship to child
	


	Address
	




I understand I must deliver the medicine personally to school staff.

The above information is, to the best of my knowledge, accurate at the time of writing and I give my consent to school staff administering medicine in accordance with the school policy.  

Signature(s) ___________________________________________          Date__________________





















School staff only:


	Date

	
	
	

	Time Given
	

	
	

	Name of staff member
	

	
	

	Staff initials
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Head teacher: Mr S Bolger

Hurst Grove, Lidlington, Bedfordshire  MK43 0SB       Tel: 01525 402377 / 01525 404743
Email: office@thomasjohnsonschool.co.uk   Website:  www.thomasjohnsonschool.co.uk
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I understand I must deliver the medicine personally to school staff.


 


 


The above information is, to the best of my knowledge, accurate at the time of writing and I give 


my consent to school staff administering medicine in accordance with the school policy.  
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Name of Child     

Date of Birth     

Class     

Medical condition/illness     

 

Name of medicine  (as described  on the container)   

Expiry Date     

Dosage and Method     

Timing     

Special precautions/other  instructions     

Self - administration  (y/n)     

Procedures to take in an  emergency       

PLEASE NOTE: Medicines must   be in the original container as dispensed by the pharmacy    

Contact Details   

Name     

Daytime telephone no.     

Relationship to child     

Address     

  I understand I must deliver the medicine personally to school staff.     The above information is, to the best of my knowledge, accurate at the time of writing and I give  my consent to school staff administering medicine in accordance with the school policy.       Signature(s) ___________________________________________          D ate__________________                        

