éé Earley St Peter’s C of E Primary School

REQUEST FOR SCHOOL TO ADMINISTER MEDICATION

This medication has been prescribed by the family doctor and is CLEARLY labelled showing child’s name
and dosage required.

e | understand that this medicine must be delivered to the school and collected at the end of the day
by an adult, and that this is not a service that the school is obliged to undertake.

e Maedicines will not be accepted in school without a signed copy of this form.

e |f medication is required more than once, please indicate timings and dosage clearly below.

e | understand that staff will be made aware of child’s medical needs.

Name of Child ..o ClasS. et
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First DOSAZE ...uvvvviiiiiiei ettt st e TIME e e e
Second DOSAGE ...ceevvevrveeieceecree e e TIME ettt s er e
End date of treatment (if KNOWN) ......uoee ittt ettt s eb e s s erae e
Expiry date of medicine (for long term medications ONly) ......ccooveeeie e s

| request that the medication is given as stated above.

SINEM...eieeee e Parent/Carer
Relationship to child.......c.cccccveerrennnne. D F | (TS
For Office use only:
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by signed signed contacted
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