WRAY COMMON PRIMARY SCHOOL

PUPIL MEDICATION REQUEST


Child’s Name 
Class 

	Date
	Condition/

Illness
	Medicine
	Dose
	Time
	Completion date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Note: Where possible the need for medicines to be administered at school should be avoided.  Parents are therefore requested to try to arrange the timing of doses accordingly

Please tick appropriate box

My child will be responsible for the self-administration of medicines as directed below.


I agree to members of staff administering medicines/providing treatment to my child as directed below or in the case of an emergency, as staff consider necessary.

Signed ……………………………………………………. Date………………………………………………….……
Parent/Guardian















