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This administration of medication form is to be completed should your child require administration of medication on an ongoing basis during school hours.
I request that my child _____________________________ be administered the following medication whilst at school, as prescribed by the child’s medical practitioner.
PARENT’S NAME: ___________________________	DATE: ________________
ADDRESS:___________________________________________________________
_____________________________________________________________________
TELEPHONE: _________________________________    (Business Hours)

1. NAME of MEDICATION:__________________________________

DOSAGE (AMOUNT):    ________________________________

TIME GIVEN: 		___________________________________

2. NAME of MEDICATION:_________________________________

DOSAGE (AMOUNT):    __________________________________

TIME GIVEN: 		___________________________________

3. NAME of MEDICATION:__________________________________

DOSAGE (AMOUNT):    ___________________________________

TIME GIVEN: 		___________________________________
I have sent the medication in the original container displaying the instructions provided by the pharmacist.

______________________________
(Parent Signature)
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