[image: ]REQUEST FOR THE SCHOOL TO GIVE MEDICATION

Start Date _______/________/________


[bookmark: _GoBack]Name of medication 

Duration of course

Dosage to be taken 

Times to be taken in the school day*


Pupil’s Full Name: ____________________________________________________   Form: ____________


	Date & Time taken
	Signed by pupil
	Date & Time taken
	Signed by pupil

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



*If pupil does not arrive to take medication, pupil reception will locate pupil and remind them, and inform home if not taken*
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