[image: ]           MEDICINE CONSENT AND ADMINISTRATION FORM

Part a - to be completed by parent
Name of child : _____________________________________________________________
Name of GP who prescribed:___________________________________________________
Name of medicine:___________________________________________________________
Dose to be given:____________________________________________________________
Time(s) to be given:__________________________________________________________
I give my permission for my child to be given medication as stated above:
Signature of parent:__________________________________________________________
Date:______________________________________________________________________
Part b-to be completed to record each dose of medication
	Date
	Time/Dose given
	Staff signature
	Parent signature
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