MEDICINES TO BE GIVEN DURING SCHOOL HOURS
Name of Child: ……………………………………………………………………………………  Class: ……………

Address: .…………………………………………………………………………………………………………………….

Date of Birth: …………………………………………..

GP: ……………………………………………………………

LIST OF PRESCRIBED MEDICINES
	Name of medication and strength
	Dosage
	Frequency
	Duration
	Date to
Commence

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Any other instructions

In return for the agreement of the school to administer the medication to your child, the school, its employees and agents are absolved from any legal liability related to the administration of this medication by the school or its employees or agents, and will not be held responsible for any illness or injury to your child, relating to or resulting from administration of the medication.
Please understand that all of this information is required in the interest of your child's physical wellbeing. The school does not have health professionals who administer medication. This would be done by a consenting adult within the school who is not medically trained but acting in the place of parent/guardian.
Should you have any questions with respect of these procedures, please consult with Mr Heery, Headteacher.
Sincerely
Mr P Heery
Headteacher
[bookmark: _GoBack]
Administration of Prescribed Medication to Children
l/We acknowledge receipt of this letter, have reviewed its contents and agree to the conditions set out in this letter in return for the school's agreement to undertake the administration of medication to our child.
Parents/Carers signature: …………………………………………………………………………………  Date: ………………….
