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Administration of Long Term Medicines/Treatment 

(Form of Consent)

	Childs Name:


	Class Teacher/ Class:

	Address:


	

	Parent’s Home Tel:
	Mobile:

	Childminder Home Tel:
	Mobile

	GP Name:
	GP Tel Number:

	Child’s DOB:

	I understand that I am responsible for providing medicine in date, clearly labelled with contents, dosage, child’s name and delivered personally to the school office and accept that this is a service which the school is not obliged to undertake.  I am also responsible for the disposal of any medication supplied.
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	I agree to members of staff administering medicines/providing treatment to my child as directed below or in the case of emergency, as staff consider necessary.
I understand that I am responsible for providing medicine in date and delivered personally to the school office and accept that this is a service which the school is not obliged to undertake.


	Signed (Parent/Guardian):
	Date:

	Signed (on behalf of parent /childminder)


	Printed:

	Name of Medication


	Dose
	Time/s

	
	
	

	
	
	

	
	
	

	
	
	

	

	Date Administered
	Time Medicine Administered
	Staff Signed:
	Date Administered
	Time Medicine Administered
	Staff Signed:

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

















