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ADMINISTRATION OF PRESCRIBED MEDICINES
TREATMENT FORM

	School:
	

	Pupil Name:
	

	Address:
	

	



	Parents’ Home Telephone No.
	

	Parents’ Mobile Telephone No.
	



	GP Name:
	

	GP Address:

	

	GP Telephone No:
	



Please tick the appropriate box
	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 or in the case of emergency, as staff may consider necessary
	

	I recognise that college staff are not medically trained
	



	Signed:
	

	Dated:
	




RECORD OF PRESCRIBED AND RETURNED MEDICINES

	Pupil Name:
	

	Date Medicine provided by Parent / Carer:
	

	Date of Prescription:
	

	Name and Strength of Medicine:
	

	Expiry Date:
	

	Quantity received:
	

	Dose and Frequency of Medicine:
	

	Staff Signature:
	

	Parent Signature:
	

	
	

	Quantity returned:
	

	Staff Signature:
	

	Parent Signature:
	


 (NB Medicines need to be sent in to College in their original packaging with the prescription label stating Name, Date of Birth and Dosage)
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RECORD OF PRESCRIBED MEDICINES ADMINISTERED
Pupil Name ……………………………………………………………………………………….
	Date
	Medicine Name
	Dosage
Administered
	Time
Administered
	1st Staff Signature
	2nd Staff Signature
	Any Reactions / Comments 
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