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Blackfordby St. Margaret’s CofE Primary School

Medicine Consent Form

Childs Details

Name

Class

D.0.B Age

My child has been diagnosed as having:

Medication Details

Medication

Dosage

Required time/s of dosage 18t 2nd 3rd

Start date

End date

Additional Information ( take with food,
keep refrigerated etc..)

By signing this form, | confirm the following:

e They are considered fit for school but require the above medication.

e They have taken at least two doses of this medicine before returning to school.

e They have not had any adverse reaction to the medication.

e | willupdate school with any changes to medication routine or dosage.

e |understand that staff will be acting in the best interests of the child whilst administering the medication.
e |understand school will keep a record of medication given.

Parent / Guardian Name and Signature

FOR SCHOOL USE:

Staff Name and Signature:

Date:

Blackfordby St Margaret’s C of E Primary School, Main Street, Blackfordby, Derbyshire DE11 8AB
Tel: 01283 217702 Email - office@blackfordby.risemat.co.uk www.blackfordbyschool.org
“By their fruits shall you know them” (Matthew 12:33)



