[image: ]Parental Agreement for Medication Administration.
	Name of School Setting
	

	Childs Name
	

	Class
	

	Date of Birth
	

	Medical Diagnosis or Condition
	

	Date
	

	Review Date (Yearly)
	

	Date Parent Collect Medication (if applicable)
	



	Emergency Contact Information

	Name
	

	Relationship to child
	

	Contact Number
	

	Doctors/Hospital Contact

	Name
	

	Contact Number
	



	Medication

	Name of Medication
	

	Dosage of medicine 
	

	Method of administration
	

	Time to be taken
	

	Possible side effects
	

	Actions to take in an emergency
	



	Please tick the following:

	
	I agree that the doctors label with clear instructions is with the medication

	
	I agree that if any changes must be made, I will inform the school office

	
	I am happy for staff to administer all medication as and when required

	
	I agree that any new medication will be brought to the school office by parent/carer and I will complete a new ‘Administering medication’ form.

	
	I agree that I will collect all empty packaging from the school office and dispose of correctly



	Parents/Carer Signature 
	

	Staff Member Signature
	

	SLT/SENCO signature
	

	Date
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