THEALE C OF E PRIMARY SCHOOL

Medication Request Form
Dear Headteacher,                                   




As I am not available to administer it myself, I request that my child be given medication according to my instructions below.
Pupil Name:___________________________________   Class:____________________
Medication Name:________________________________________________________
Amount (e.g. 5ml, 1 puff):___________________________________________________
Time of day to be taken:____________________________________________________
Date to begin:____________
Date to end:_______________
or 
Continue until medicine has run out: Yes/No


or

Continue indefinitely: Yes/No

This medication has been prescribed by the family doctor.  It is clearly labeled indicating the contents, dosage and my child’s name in full. A spoon or dose measure is included (if required).
I understand that the medication must be delivered personally to the School Office and accept that this is a service, which the school is not obliged to accept or undertake.

Whilst staff will endeavour to administer medicines, this cannot be guaranteed.  If it is urgent medicine is taken, parents may come into school to administer this themselves to avoid children not receiving full dosage.

Signed:_______________________ Name:________________________ Date:________
PLEASE NOTE:

Medication will not be accepted by the school unless this letter is completed and signed by the parent or legal guardian of the pupil and that the administration of the medicine is agreed by the Headteacher. The Governors and Headteacher reserve the right to withdraw this service.
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