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In accordance with ‘Supporting pupils at school with medical conditions’ Statutory guidance for governing bodies of maintained schools and proprietors of academies in England’ December 2015,
St Benedict’s will only accept prescribed medicines if these are in-date, labelled, provided in the original container as dispensed by a pharmacist and include instructions for administration, dosage and storage. 
Parents have responsibility to ensure that any medication given to school to administer, is safe for their child. School will follow instructions on the prescription medicine (or the dosage as indicated on the over the counter medicine). 
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Name of pupil: ____________________________________________________ 

Year group:  ____________________________

Name of parent completing the form: _________________________________________________

Date: ___________________________________________________________________________

Name and Strength of medicine: _____________________________________________________

Expiry Date: _______________________________________________

How much to be given (dose of medication) _____________________________________

When to be given: _____________________________

Any other instructions: 
	









Number of bottles/ tablets to be given to school: _______________________________________

Daytime telephone contact number of parent __________________________________________

Child’s known allergies or other medical conditions: 

Any other information school should be aware of: 
	










Name of phone number of the GP ____________________________________________________

Review date if necessary: ___________________________________________

The above information, is to the best of my knowledge at the time of writing, accurate at the time of writing and I give consent to school staff to administer this medicine in accordance with the school policy. I will inform the school immediately, in writing, if there is a change in the dosage or frequency of the medicine, or if the medicine is stopped. 

Parent’s name: ______________________________________________________

Parent’s signature: ___________________________________________________

Witnessed by: _______________________________________________________

Date: ______________________________________________________________
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