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HOLLY GROVE SCHOOL
Request for school to administer medication

The School will be unable to administer any medication, until this form is signed and dated. For any medication that needs to be administered in School, the agreed protocol will be followed and if in any doubt it will NOT be given until yourself, your medical practitioner or paediatrician have been consulted.  This form must be completed in Black Pen.
DETAILS OF PUPIL:

Surname:____________________​​​​​__________________________  Forenames: _______________________________

Address: 
____________________________________
  M/F: ______________  Class: __________________
____________________________________
              Date of Birth: ________________________
Condition or illness: _______________________________________________________________________________

MEDICATION:

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

For how long will your child take this medication: _______________________________________________________

FULL DIRECTIONS FOR USE:  

Dosage  _______________________________________________________________________________________________

Method:  _______________________________________________________________________________________

Time to be given in school: _________________________________________________________________________

Special Precautions: _______________________________________________________________________________

Side Effects: _____________________________________________________________________________________

Self Administration (If applicable): ___________________________________________________________________

Procedures to take in an Emergency: _________________________________________________________________

CONTACT DETAILS:

Name:
 ________________________________________    Daytime Tel. No.  ______________________________

Relationship to pupil: ______________________________________________________________________________

Address:________________________________________________________________________________________

Should there be any change to any medication please inform School immediately.
Date:
_________________ Signature(s):  ___________________Relationship to pupil: _______________________
