PUPIL MEDICATION REQUEST

	School:
	Waverley Abbey C of E (Aided) School



	Childs Name:
	
	Class: 


	Date of Birth:
	

	Parent/Guardian Home Address:
	

	Condition or Illness:


	

	Parent/Guardian Home Contact Number:
	

	Parent/Guardian Work Contact Number:
	

	Name of GP:
	

	GP Contact Number:
	


Please tick the appropriate box


My child will be responsible for the self-administration of medicines as directed below.

I agree to members of staff administering medicines/providing treatment to my child as directed below or in the case of an emergency, as staff consider necessary.
Signed:_________________________________ _____________Date:____________________


(parent/guardian)

	Name of Medicine
	Dose
	Frequency/Times
	Completion date of course if known
	Expiry date of medicine

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Special Instructions:



	Allergies:



	Other prescribed medicines child takes at home




Note: Where possible the need for medicines to be administered at school should be avoided.  Parents are therefore requested to try and arrange the timing of doses accordingly. We can only administer ibuprofen if prescribed by a doctor.
For office use only:

Pupil Medication Record
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