[image: ]                                Parental Consent for the Administration of Medicine

[bookmark: _GoBack]Student Name: ___________________________________________ 
Date of Birth: __________________________________________ 
Class / Year Group: _____________________________________
Medical condition(s) diagnosed: _____________________________________
1. Parent/Carer Details
Name: _________________________________________________________________ 
Relationship to pupil: _________________________________________________ 
Contact number(s): _____________________________________________________ 
Email: _________________________________________________________________
2. Medication Authorisation
I confirm that:
· The medication provided is prescribed for my child and is in its original packaging with the pharmacy label attached.
· I give permission for school staff to administer the medication as detailed below.
· I understand it is my responsibility to supply the medication and replace it before the expiry date.
· I will inform the school immediately of any changes to dosage, medication, or my child’s condition.
3. Medication Details
(To be completed by parent/carer)
Name of medication: _________________________________________________ 
Reason for medication: _______________________________________________ 
Dosage: ______________________________________________________________ 
Time(s) to be given: _________________________________________________ 
Duration of course: _________________________________________________
Method of administration: ☐ Mouth  ☐ Ear  ☐ Nasal  ☐ Other: 
___________________________
Special instructions: _____________________________________
Known side effects: _____________________________________
Start date: _____________________  End date: _______________________
I kindly request that the school store the medication. This medicine does/does not need to be kept in a fridge. (delete as appropriate).
4. Emergency Arrangements
Does your child have an Education Health Care Plan (EHCP)? ☐ Yes  ☐ No
Does your child require emergency medication (e.g., inhaler, auto‑injector)? ☐ Yes ☐ No
If yes, please specify: _____________________________________
5. Parent/Carer Declaration
I confirm that my child has previously taken this medication (at least two doses) without any adverse reaction.
I consent to school staff administering the medication as detailed above and to them contacting medical professionals in an emergency if required.
I understand that:
· The school will store the medication safely and record each administration.
· It is my responsibility to provide an in‑date supply of medication.
· If my child self‑administers medication, the school cannot monitor usage and is not responsible for loss or damage.
· Staff will act in the best interests of my child when administering medication.
Signature: ____________________________________ 
Name: _________________________________________ 
Date: __________________________________________
6. School Use Only
Medication checked and accepted by: _______________________________________ 
Date received: ___________________________________________________________ 
Storage location: _________________________________________________________ 
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