GT. BRADFORDS JUNIOR SCHOOL

Request to Administer Medicine
Child's name ....................................................................................................   Class ...........................

Date of Birth……………………………………………………………………………………………

Type of medicine ...........................................................................................………………………….

Expiry Date…………………………………………………………………………………………….

Amount .........................................................

Frequency ...................................  

Period of time you require the medicine/s to be administered ………………days/weeks/months/until further notice     (delete as appropriate)

NOTES (e.g. Keep in fridge)

Medicines are usually given at lunchtime.  It is the responsibility of your child to remember to come to the medical room to have his/her medicine.  

I accept that it is my responsibility to provide the medicine in it’s original container, clearly marked with my child’s name and dosage. The medicine will be delivered to and collected from reception by an adult.  I accept that administering medication  is not a service that the school is obliged to undertake.

Signed .................................................................................      
Date ..............................................

Contact Number…………………………………………………………………………………………

