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St. Cuthbert’s Catholic Primary School
Head of School: Mrs A Rainbow


PUPIL MEDICATION REQUEST

ALL MEDICATION SHOULD BE CLEARLY LABELLED WITH YOUR CHILD’S NAME.  IT SHOULD BE PROVIDED IN A MEASURED DOSE FOR THAT DAY ONLY AND WILL BE REFRIGERATED IF NECESSARY.  PLEASE HAND YOUR CHILD’S MEDICATION TO A MEMBER OF STAFF IN THE SCHOOL OFFICE

Child’s Name & Year Group: 		_____________________________________________

Condition or illness : 			_____________________________________________

Contact Telephone Number : 		_____________________________________________

GP Name : 	__________________________   Telephone Number : ________________________


Please delete as applicable

* My child will be responsible for the self-administration of medicines as directed below.

* I agree to members of staff administering medicines/providing treatment to my child as directed below.

I agree to update information about the child’s medical needs held by the school and 
that this information will be verified by GP and/or Medical Consultant.

I will ensure that the medicine held by the school has not exceeded its expiry date.

Signed : ___________________________________   Date : __________________

(Parent)
	Name of medicine
	Dose
	Frequency/Times
	Completion date of course if known
	Expiry date of medicine

	

	
	
	
	

	

	
	
	
	

	

	
	
	
	

	Special Instructions:



	Allergies:



	Other prescribed medicines child takes at home:
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