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THIS FORM WILL BE DESTROYED BY THE SCHOOL WHEN THE MEDICATION IS COMPLETED OR CHANGED[image: Macintosh HD:Users:r-milner:Desktop:1047 LATHOM LHEAD-1.jpg]
PARENTAL CONSENT FOR ADMINISTRATION OF MEDICINES

Medicine should normally be given at home (e.g. before coming to school, at the end of school and before bed time) except on exceptional occasions when parents/carers may complete this form to request that medicine be administered under the supervision of school staff or where a child is bringing medicine into school which they will self-administer.


  Name of child: ________________________________________________   Date of birth: ____________    Form tutor: ____________
 
  Address of child: ______________________________________________________________________________________________

  Medical condition/illness: _______________________________________________________________________________________
	Name of medicine  
and any special storage instructions:
	When?
(e.g., lunchtime, after food, when wheezy, before exercise):
	Required dose?
(e.g. 5ml, 1 tablet, 2 drops):
	Who to administer and route?
(e.g. self-administered, assisted or administered by staff and by mouth or in each ear etc.):
	Side effects?
Any side effects that we need to be aware of?:
	Course finish
	Expiry date

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




 
Are there any times medication should NOT be given?:____________________________________________________________

 ____________________________________________________________________________________________________________   
  
  Special instructions:  _________________________________________________________________________________________
  
 ____________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________




Name of GP: ___________________________________   GP Practice: _________________________________________________

  GP’s telephone No.: __________________________________________________________________________________________

I request that the treatment be given in accordance with the above information by a member of staff. I understand that it may be necessary for this treatment to be carried out during educational visits and other out of school activities, as well as on the school premises. I recognise that Rainford does this as a service to parents and that schools are not legally bound to do this. 
  I understand that school staff are not medically trained. 
  I undertake to supply the school with the drugs and medicines in the original labelled containers, provided by the dispensing chemist.
  I understand that I must notify the school of any changes by completion of a new form.
I accept that whilst my child is in the care of the school, staff are in the position of the parent and may need to arrange any medical aid considered necessary in an emergency. If this happens, I will be told of any such action as soon as possible. I can be contacted via the following during school hours: 

Your name (please print) and relationship to pupil: _________________________________________________________________
	

Contact telephone number(s): ______________________________________________________________________________

Signed: ____________________________________________________________       Date: ____________________________
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