
 
Administration of Medication Consent Form   

 

 

 

I request that ……………………………………………………………………………………. 

(FULL name of child) be given the following medication at school: 

 

 
Name of medication 

 
 
 
 

 
Dosage 

 
 
 
 

 
Time(s) to be given 

 
 
 
 

 

□ The above medicine(s) have been prescribed by a doctor and is clearly 

labelled with child’s name, dosage and contents  

□ The above medicine(s) have been purchased for limited treatment 

□ My child will be responsible for the self-administration of medicines as 

directed above 

□ I agree to members of staff administering medicines/providing treatment to 

my child as directed above 

□ I would like school to inform me if medication has been taken during the 

school day  

 

I accept that this is a service which the school is NOT obliged to undertake. 

 

Signed ………………………………………………………………………………….(Parent/Guardian) 

Date  …………………………………………… 

Contact telephone number: …………………………………………….. 



 
Administration of Medication Consent Form   
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