
PARENTAL REQUEST FOR SHORT TERM MEDICATION TO BE 
ADMINISTERED IN SCHOOL 

 

Child’s name: ...................................... Class: ........................ 

Condition: .......................................... 

Medication: ........................................ 

Dosage: ............................................ 

Time to be given: ................................. 

 

Approved by Head teacher Yes / No 

 

Date Child’s name Dosage Time given Administered 
by 

     
     
     
     
     
     
     
     
     
     
 

 

 

September 2008 


