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PARENTAL AUTHORISATION FOR SCHOOL TO ADMINISTER MEDICINE
	CHILD’S NAME


	

	CLASS


	

	NAME & STRENGTH
OF MEDICINE
	

	EXPIRY DATE


	

	DOSE TO BE GIVEN


	

	WHEN TO BE GIVEN


	

	FOR HOW LONG

i.e., today, rest of week, etc.
	

	ANY OTHER INSTRUCTIONS

	

	EMERGENCY CONTACT NUMBER
	


The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to the school staff to administer medicine on my behalf.  I will inform the school immediately, in writing, if there is any change to dosage or frequency of the medication.

Parent’s signature …………………………………………………………………..
PRINT Name …………………………………………….   DATE ……………….
