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MEDICAL FORM 					Date: ___________________

PUPIL’S NAME: __________________________________

DATE OF BIRTH : _________________________________

ADDRESS : _______________________________________________________________

Next of Kin : ___________________________

Relationship to pupil : ____________________


Name of prescribed
medicine:_________________________________________

Prescribed dosage:_____________________________

Instructions for adminstration:



I give permission for staff to give my child medication as stated above.

Signed : _________________________ (Parent)


TELEPHONE NUMBERS : (in case of emergency)

1.  _________________________ 

2.  _________________________

Please note that whilst the school will endeavour to ensure that your child is given the above medication, we cannot accept responsibility if it is forgotten or not administered on time.  Medication will not be accepted by the school until this form has been completed and signed by the parent or legal guardian.

The Governors and Headteachers reserve the right to withdraw this service.
