] Medication Record

Name Of MediCation: .. ... e
HOW MUCH 10 QIVE (1.8, JOSE): ..neii e
When to be given and length of treatment: ... ...

ANY OtNEr NS UCHIONS: .ot

Name of person able to administer medication: ..........................
Phone No. of parent/guardian: ...

NaME OF G Lo e e e
L€ =1 1= o] T TN a1 4] o=
Consent

The above information is to the best of my knowledge accurate at the time of writing and | give my
consent to school staff administering the medication in accordance with the school and the

Education Departments policy.
The school will be notified immediately, of any changes to the above.

Parents Signature: ... Dated: .............

PNt NMAMIE. .o e s

If more than one medication is to be given, a separate form should be completed for each.
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Record of Medication Administration

&g

NaAME Of StUACNE: .o e e e e Form: .......

Name/type of Medication Administered: ....... ...

Expiry Date: .....cooviii

Date
D/MIY

Time
Given

Dose

Staff
Name

Staff
initials
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