


MEDICAL ADMINISTRATION OF MEDICINES/TREATMENT (FORM OF CONSENT)

To be completed for all pupils

School:	______________________________________________________________

Child’s Name:  ________________________________Tutor  Group: __tbc___________ 

Date of Birth:  ___________

	Name of Medicine
	Dose

	
	

	
	

	
	

	
	

	
	



Please tick appropriate boxes:

	
	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.



	
	I agree to my child being given Paracetamol, as appropriate, when they are 12 years

	
	old and above.



Signed:  ______________________________________  Date:  _____________________

Previous medical history: (please include all illnesses, operations etc.)

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________





