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Consent for School to Administer Prescription Medication

	I request and authorise that my child:

	

	Child’s name
	
	Date of Birth
	

	
	
	
	

	Year
	
	Class
	
	Teacher
	

	

	Be given the following prescription medication for a medical need:

	

	Medical condition/illness:
	

	
	

	Name of medicine
	
	Self-administration
	Yes
	No

	
	
	
	
	

	Method
	Spoon
	Syringe
	Tablet
	Other (please specify)

	
	
	
	
	

	Time of dose
	
	Dose
	

	
	
	
	

	Special precautions
	

	
	

	Start date
	
	End date
	

	

	This medication has been prescribed for my child by:

	

	Name of GP/consultant
	

	
	

	Date dispensed
	
	Expiry date
	

	
	
	
	

	Does the medication need to be stored in a fridge?
	Yes
	No



The medication must be in the original container indicating the contents, dosage and child’s full name.

Signed: ..................................................................... parent/guardian	Date: ........................................
Child attends STEPS:	 Before school	 After school
School authorisation: Signed :...................................... Date: ........................	Care plan? y / n




Please keep Health Care Plan with any medication & Consent to Administer Prescription Medication form


Record of medicine administered

	Name
	
	Class
	
	Date
	



	Date
	Time
	Medicine: What given? How much?
	Administered
Staff initial
	Witness
Staff initial
	Parent Initial
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