
Bridstow Primory School Pqrentol Consent for Administrotion of Medicines

Nome of my child My child's teocherz Closs

Name of my 6Pz

Please tick ONE of the following:
o my child con odminister his/her own medicine OR
o my child requires supervision to odminister his/her medicine OR
o my child reguires ossistonce in administeringhis/her medicine

f reguest thot the treotment begiven in occordance with the obove informotion by o member of stoff. I
understond thot it moy be necessary for this treotment to be corried out during educotional visits and other out
of school activities, os well os on the school premises.
f undertoke to supply the school with tha drugs ond medicines in the originol lobelled contoiners, provided by
the Dispensing Chemist.
f accept thot whilst my child is in the core of the school, stoff are in the position of the parent ond moy need to
arrange any medicol oid considered necessory in on emergency.If this happens, f will be told of ony such oction
os soon os possible. r can be contocfed vio the following during school hours:

Your Nome (Please print):

Contocf telephone number (you must guorantee we can contact you immediotely during the doys weore
administering medicine, in cose of ony problems):

Nome of Medicine to be

given and ony speciol

storoge instructions:

When?
(eg, lunchtim e, af ter
food, when wheezy,
before exercise)t

How much?
(eghalf o teaspoon,
1 toblet, 2 drops):

Route?
(egby mouth or
in eoch eor):

Whot is the lost
dote ond time this
medicine will need to
be given?

Wos this medicine prestrbed by the GP? YeslNo

Brief description of illness: (eg eor-ache)

Signed: Dote


