PARENTAL CONSENT FOR MEDICINES TO BE ADMINISTERED BY SCHOOL STAFF

Name of Child: ………………………………………………………………………………………………….

Year Group: ……………………………………

Home Telephone Number/Mobile: ………………………………………………………………….

I consent to my child receiving the following medication in school:

Name of medicine	Dose	Date/time of day/number of days
		or state “as required ” if to be administered on any occasion following a phone call

a) ……………………………….	………………….	…………………………………………………………….

b) ……………………………….	…………………..	……………………………………………………………..


c) ……………………………….	…………………..	……………………………………………………………..

I undertake to ensure that the school has adequate supplies of this/these medication(s).

I undertake to ensure that this/these medication(s) supplied by me and prescribed by my child’s doctor is/are correctly labelled, in date, and with storage details attached and that the school will be informed of any changes.

[bookmark: _GoBack]Signed ……………………………………………………………………………………………………
Date ………………………………………………………………………………………….
