ST KEVIN’S PRIMARY SCHOOL
MEDICATION FORM

To be completed and signed by the parent / guardian

[bookmark: _gjdgxs]No medication, other than an emergency asthma reliever, is kept on the premises of St Kevin’s Primary School.

If a child requires medication while at school, the medication must be brought to the teacher in its original container with the original instructions/label intact.  Please fill in the form below and bring it with the medication to the classroom teacher each time your child requires medication.  Extra forms are available from the office or your child’s classroom teacher.  Long term medication information should be updated regularly, e.g.: the beginning of each term.

If medication is required, in many cases the child may not be well enough to be at school.  Please consider keeping your child at home for a further day or so.  

The permission form below must be completed and signed before any medication can be administered.


MEDICATION FORM

	Student’s Name: ____________________________________________   Class: _______________

	I, _________________________________ parent/guardian of _____________________________
										        (name of child)

	give permission for the following medication to be administered to ________________________
										               (name of child)
	by a member of St Kevin’s staff.
		

	Medication Name/s:			          Dose:		          Time/s:		  Date/s
	__________________________           ____________             ______________         ______________
	__________________________           ____________             ______________         ______________

My child’s usual reaction to this medication is eg: sleepiness, hyperactivity etc.
           __________________________________________________________________________________

	SIGNATURE: _____________________________________    Date: __ __ / __ __ / __ __
__________________________________________________________________________________________
SCHOOL USE ONLY:


           Medication administered by: _________________________ Time:_____________ Date: _________
           Medication administered by: _________________________ Time:_____________ Date: _________
