APPENDIX B

MEDICATION SHEET

CHILD'S FULL NAME: ……………………………………………………………………………

ADDRESS: …….….………………………………………………………………………………..

…………………………………………………………………………………………………………

AGE: ………………   D.O.B. .……………………………..  CLASS: ………………………….

NEXT OF KIN: ……………………………………………………………………………………...

CONTACT IF DIFFERENT: ……………………………………………………………………….

FULL NAME OF PERSON DELIVERING AND COLLECTING MEDICATION (Must be over 18)

…………………………………………………………………………………………………………

NAME OF MEDICINE: …………………………………………………………………………….

DOSAGE: …………………………………………………………………………………………...

FREQUENCY OF DOSAGE (Times to administer): …………………………………………..

OTHER COMMMENTS: …………………………………………………………………………..

…………………………………………………………………………………………………………

I accept that it is my responsibility to replace out of date or empty inhalers and to let the School Office know when the Medication is no longer required.

I authorise a member of staff to give the above medication to my child as directed above.

Signed: ………………………………………………………………………..  Parent/Guardian

Date: …………………………………….

