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/Inhaler
       Please complete and sign this form to enable staff to administer medicine to your child.


Name of school

Name of child


Date of birth                                                                          Class


Medical condition /Illness
Name of medicine 
(as prescribed on container)


Date dispensed



               Expiry date


Dosage and method


When to be given

Side effects school needs 

to know or special precautions

Self Administration   Yes / No   (delete as appropriate)  


Agreed review date to be initiated 
Contact Details in case of an emergency

Name





       Relationship to child

Address and 

daytime telephone no.


Name and number of GP
The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to school staff administering medicine in accordance with the school setting.  I will inform school immediately, I writing, if there is any change in dosage or frequency of the medication or if the medication is stopped.  I accept this is a service the school is not obliged to undertake.
Parent /Guardian signature……………………………………………………………   Date……………………………………

Print name……………………………………………………………………………………............

Corpus Christi Primary School

















              /                 /





 











           /           /





           /            /























End of every half term/Date:
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