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Turvey Prlmary

School




	Child’s Name
	

	Date of Birth
	

	

	MEDICINES  e.g. antibiotics  Please ensure all bottles are labelled by the chemist.  Unlabelled medicines will not be administered.  

	Name of medicine
	

	Dose instructions

(how much e.g. 5ml, 10ml)
	

	When to be given

(specify time)
	

	Condition/illness medicine prescribed for
	

	Medicine to be left at school?
	YES           NO
If no it is the parent’s responsibility to collect the medicine from the school office at the end of each day.

	

	In consideration for the Headteacher or the schools staff agreeing to give medication to the above named child during school hours, I agree to indemnify the Headteacher/School staff and the Local Education Authority against all claims, costs, actions and demands whatsoever resulting from the administration of this medication unless such claims, costs, demands or actions result out of the negligence of the Headteacher or the school staff or the Local Education Authority 

	Parents Signature
	Please ensure you read the disclaimer above before signing this consent form.



	Parent contact number


	


Permission to Administer Prescribed Medicines 

	Date
	
	
	
	
	

	Time given
	
	
	
	
	

	signature
	
	
	
	
	

	Counter

signature
	
	
	
	
	


	Date
	
	
	
	
	

	Time given
	
	
	
	
	

	signature
	
	
	
	
	

	Counter

signature
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Turvey Prlmary

School




	Childs Name

	

	Date of Birth


	

	Type of inhaler


	

	Spacer provided
	YES          NO



	To be left in school?


	YES         NO

	In consideration for the Headteacher or the schools staff agreeing to give medication to the above named child during school hours, I agree to indemnify the Headteacher/School staff and the Local Education Authority against all claims, costs, actions and demands whatsoever resulting from the administration of this medication unless such claims, costs, demands or actions result out of the negligence of the Headteacher or the school staff or the Local Education Authority 

	Parents Signature
	Please ensure you read the disclaimer above before signing this consent form.



	Parent contact number


	


Permission to Administer Asthma Inhalers 

	Date
	
	
	
	
	

	Time given
	
	
	
	
	

	signature
	
	
	
	
	

	Counter

signature
	
	
	
	
	


	Date
	
	
	
	
	

	Time given
	
	
	
	
	

	signature
	
	
	
	
	

	Counter

signature
	
	
	
	
	


2
S.Coles      28.1.14                                                             

W:Drive administration of medicines policy

