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PERMISSION FOR ADMINISTERING MEDICINE 
PRIMARY SCHOOL

	Name of Pupil:
	

	Class:
	

	Name/Type of Medication (as described on container):
	

	For how long will your child take this medication:
	

	Date dispensed:
	

	Full directions for use:
	

	Dosage and method:
	

	Timing:
	

	Special precautions:
	

	Side effects:
	

	Procedures to take in an Emergency:
	


	I understand that I must deliver the medicine personally to the school office and accept that this is a service which the school is not obliged to undertake.



	Date:
	

	Signature: (Parent/Guardian)
	


	I agree that the above named child will receive the medication as above and will be given their medication by the Administration staff



	Date:
	

	Signed: 

(Assistant Headteacher)
	


Version 4
The information on this Form will be treated as strictly confidential and is covered 

within the GDPR Guidelines.

The information will be held on our secure computer system and will be used for administrative and school processing purposes only.
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Achievement through Commitment




