MEDICINE ADMINISTRATION (JUNIORS)

I __________________________________________________________

Hereby authorise _____________________________________________

To administer medicine to my child _______________________________

I agree that no responsibility can be accepted by the teacher or the school, for any consequences arising from the administration of the medicine, or from a dose being missed. I agree to be responsible for checking the expiry dates of any medication kept in school for my child.

Medicine name ________________________________________

Dose _________________________Time ________________________
Starting date ___________________ Until ________________________

Signature ______________________Date _________________________

MEDICINE IN SCHOOL (SENIORS)
My daughter (full name)_________________________________________

Is required to take (name of medication)_____________________________

During school time, starting date___________________________




    last day___________________________

I confirm that my daughter will be responsible for taking the medication to the school office and that it will be labelled with her name. I agree to be responsible for checking the expiry dates of any medication kept in school for my daughter.

Signature__________________________Date________________________

