
 
 
 
 
 
 

MEDICAL ADMINISTRATION CONSENT FORM 
 
We are unable to administer medication unless consent is given through completion of this form. 
  

Name of child       

Date of birth             

Class       

Medical condition or illness       

Medicine  

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

      

Date dispensed             

Expiry date             

Dosage and method       

Timing       

Special precautions       

Are there any side effects that the 
school needs to know about? 

      

Self administration Yes/No 

Procedures to take in an emergency       

 

Contact Details  

Name       

Daytime telephone no.       

Relationship to child       

Address       

I understand that I must deliver the 
medicine personally to 

School Office 

 

I accept that this is a service the school is not obliged to undertake. 

I understand that I must notify the school of any changes in writing. 

 
Date _________________________  Signature(s) _______________________________ 

Haylands Way, Bedford MK41 9BX 

Telephone: 01234 261516 Fax: 01234 272344 

e-mail: goldmid@deal.bedfordshire.gov.uk 

 

Head Teacher: Mrs. P. Price, Cert. Ed. 

Deputy Head Teachers: Mr. A. Bhatwadekar, B.Ed.  Miss S. Thomas, B.Ed. 
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ADMINISTRATION OF MEDICINES POLICY 
 

PUPIL NAME:       DOB:    
 
MEDICATION NAME:      DOSAGE:   
 
ADMINISTRATION TIMES:         
 

DATE TIME ADMINISTERED BY: SIGNED 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 


