St.Neot Primary School

Request to Administer Medication                       (For School Use Only)

	Name of child:
	Date
	Amount
	Time
	Staff initials

	Class:


	
	
	
	

	Name of medication:


	
	
	
	

	Expiry date
	
	
	
	
	

	Dosage
	
	
	
	
	

	Days to be taken:


	
	
	
	

	Time(s) when medication is to be given.
	
	
	
	
	

	I can confirm that the medication, dosage and timings indicated above are correct and authorise the school to administer them
	
	
	
	

	Parent/Guardian signature:


	
	
	
	

	Date:
	
	
	
	


Note for Parents/Carers: If for any reason the school are unable to administer medication, we will contact you. 

