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St Michael’s Church School
Constantine Drive

Stanground South
Peterborough

PE2 8SZ
Telephone:    
Parental Consent for a Child to Receive Medication in School

Only medication that has been prescribed by a doctor and requires to be given 4 times a day will be administered by the school.
Medication which is only 3 times a day must be managed outside of school times.

Name of pupil  __________________________

	Class Teacher
	
	Year Group
	

	Name of Parent/Carer Giving Information
	
	Date of Birth
	

	Home Contact No.
	
	Work Contact No.
	

	Name of GP


	
	GP Contact No.
	

	Hospital Consultant

(if relevant)
	
	Hospital Contact No.
	


My child currently has a medical condition which requires medication to be administered in school.

Name of medical condition ____________________________________

I consent to my child receiving the following medication/undergoing the following procedure in school:

a) ………………………………………Time(s)………………………Dosage………………...

b) ………………………………………Time(s)………………………Dosage………………...

Please read and sign below:

I undertake to ensure that the school has adequate supplies of the medication/equipment.

I undertake to ensure that the medication/equipment supplied by me and prescribed by my child’s doctor is correctly labelled, in date, with storage instructions attached, and that the school will be informed of any changes.

I understand that the medication/procedure will be carried out be a member of staff who has received appropriate training in accordance with the Local Education Authority Code of Practice.

I have read and understand the above.

	Parent/carers Signature
	Date
	Headteacher’s Signature
	Date




Headteacher/Head of setting agreement to administer medicine
Name of School:

St Michael’s Church School

It is agreed that (name of Child) ______________________________ will receive

(Quantity and name of medicine) ______________________________ every day at

(time agreed) ______________.

(Name of child) _____________________________________   will be given/supervised whilst
He/she takes their medication by (name of member of staff) _____________________________.

This arrangement will continue until (end of course of medicine or until instructed by parents)

_________________________________________________________________________.

Signed  _________________________________

Headteacher/Deputy

Office Use Only

	Lead Staff:
	Instructions Received:

	Cover Staff:
	Instructions Received:

	Given by:
	Time:                           Date:

	
	


Administration of Medication Record

	Date
	Name Check
	Photo Check
	Dose Check
	Administered by
	Countersigned by 
	Added to Medical Tracker 

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


End of course completed ………………………………………………………………………………….

Any medication left was collected/disposed by …………………………………………………………




Head Teacher:	Mrs B Smith








Attach Photograph of child from Scholarpack 








