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HIGH STREET PRIMARY MEDICAL FORM
This form requires completion before any member of staff will administer medication to pupils.    The school and staff accept no responsibility in administering such medication and are not obliged to do so.   If you wish your child to receive medication during school time please complete and sign the form. All medication should be sent with your child’s name clearly marked upon it.

Name of Pupil……………………………………………..
Date of Birth 
…………………….  Class ……………….

Name of Medicine………………………………………….

Date dispensed……………………………………………..
Full instructions for use of medication

Dosage and method…………………………………………

When to be given ………………………………………….

Self administration in the presence of adult    YES/ NO 

CONTACT DETAILS

Name of parent/guardian………………………………….
Contact number……………………………………………
Relationship to pupil……………………………………….

I understand that I must deliver the medicine personally to an agreed member of staff and accept that this is a service which the school is not obliged to undertake.

Date ……………………………………………..
Signature and Name ………………………………

