WEST HEATH PRIMARY SCHOOL
Request for school to administer prescription medication 

DETAILS OF PUPIL
Surname: ___________________________________________________________
Forename: __________________________________________________________
Address: _________________________________________________________________________
_________________________________________________________________________________
M/F: ___________________
Date of Birth: ___________________
Class: _________________

MEDICATION
Name / Type of Medication: ___________________________________________________________
Duration of Medication: ______________________________________________________________
Date dispensed: _________________
Dosage and Method: ________________________________________________________________
_________________________________________________________________________________
Time to be given: ___________________________________________________
Known Side Effects: _________________________________________________________________
Procedures to be taken in an emergency: ________________________________________________
__________________________________________________________________________________
[bookmark: _GoBack]PARENTS CONTACT DETAILS
Name: _____________________________________________________
Relationship to pupil: _________________________________________
Day time phone no.: __________________________________________
Address (if different from pupils above):________________________________________________


I understand that the above medicine must be delivered to the school office, for a staff member to administer. I accept that this is a service which the school is not obliged to undertake.
Signed: ______________________________________    Date: ____________________________
