
 

 
 

 

  

 

 
 
 
 
 

 
 

Parent/Carer Agreement to Administer Medication 
 

The school will not give your child medicine unless you have completed and signed this form. 

 

 

Name of Child:  

Date of Birth:  

Class:  

Medical Condition or Illness:  

 

Medicine 
 

Name/type of medicine: 
(as described on the container) 

 

Expiry Date: 
 

Timing: 
 

Duration of medicine: 
 

Special Precautions/other instructions: 
 

Are there any side effects that the 

school/setting needs to be aware of: 
 

Self-administration – Yes/No: 
 

 
NB: All medication must be in the original container as dispensed by the pharmacy. 

 

Contact Details 
 

Name:  

Daytime contact number:  

Relationship to child:  

 

 

The above information is, to the best of my knowledge, accurate at the time of writing and I give 

consent to school staff administering medicine in accordance to the Trust’s policy. I will inform the 

school immediately, in writing, if there are any changes in dosage or frequency of the medication 

or if the medicine is stopped. 

 

Signature:        Date: 

S t .  A N T H O N Y ’ S  C A T H O L I C  
P R I M A R Y  S C H O O L  &  N U R S E R Y  

In the Diocese of Northampton 
 

Head Teacher: Mrs S Oppé, LLB, MA 
Farnham Rd, Farnham Royal, Slough, Berkshire SL2 3AA 

Tel: 01753 645828 | Email: post@stanthonys.slough.sch.uk 
 

Learning, Growing 
And Living with Jesus 

“The glory of God is 
a human being fully alive” 

mailto:post@stanthonys.slough.sch.uk


 

 

Record of Medicine Administered 

(to be complete by school staff ONLY) 

 
 

Name of Child:  

Class:  

Name of Medicine:  

 

Date:       

Time Given:       

Dose Given:       

Name of member of 

staff: 

      

Staff Initials:       

 

Date:       

Time Given:       

Dose Given:       

Name of member of 

staff: 

      

Staff Initials:       

 

Date:       

Time Given:       

Dose Given:       

Name of member of 

staff: 

      

Staff Initials:       

 


