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Prescribed Medication Consent Form

	Pupil details

	Name of pupil:
	

	Date of birth:
	

	Form:
	

	Medical condition or illness:
	



	Medicine

	Name/type of medicine: (as described on container)
	

	Date dispensed:
	

	Strength:
	

	Expiry date:
	

	Dosage and method:
	

	Timing:
	

	Special precautions:
	

	Are there any side effects that the school need to know about?
	



	Contact Details

	Name:
	

	Relation to Child:
	

	Emergency telephone no:
	

	GP Surgery and telephone no:
	



I consent to my child being given the above medication. I understand that this form must be returned to Nurse Sue or Nurse Beth, the School Nurses, or my child’s teacher with the medication it refers to. 
Inhalers and adrenaline pens will be kept with the child (or their teacher if in Nursery- year2)
I will notify the school, in writing or email, of any changes to my child’s prescribed medication.


Date: ………………………………………….		Signature: ……………………………………………..



Please fill in a separate form for each medication

Record of Administration of Prescribed Medicine
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