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Description automatically generated]Market Field School Permission to Administer Medication Form

Pupil Name ____________________ DOB__________ Class__________________

Name of medicine required at school _____________________________________

Reason medication is required___________________________________________

How long will medication be required at school ______________________________

Dose and Time medication is required _____________________________________

Amount of medicine sent into school ______________________________________

Any other information, e.g. given before/after food, interactions, side effects, storage 
_________________________________________________________________

I CONFIRM THAT THE MEDICATION IS IN ITS ORIGINAL PACKAGING WITH PHARMACY LABEL INSTRUCTIONS.  I GIVE MY CONSENT FOR SCHOOL STAFF TO ADMINISTER MEDICATION TO MY CHILD AS PER PHARMACY LABEL INSTRUCTIONS.

Parent/carer name__________________ Relationship to child_________________
Signature_________________________ Date ____________________________

SCHOOL USE
Medication received from _________________To (staff name)_________________
Any remaining medicine returned to home _________________ Date_____________
Returned by (staff name) _______________ To (parent/carer name)____________
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