
    APPENDIX 1 – Use of medication in school flowchart

Does your child require medication?
Yes






No




                                                                                               Has your child a specific Health  

                                                                                               Care need without medication?

                                                                            Yes       No








APPENDIX 1.1

PARENTAL REQUEST FOR THE ADMINISTRATION OF MEDICINES IN SCHOOL
(TO BE COMPLETED BY THE PARENT/GUARDIAN OF ANY CHILD REQUESTING DRUGS TO BE ADMINISTERED UNDER THE SUPERVISION OF SCHOOL STAFF OR WHERE CHILD IS BRINGING)
Parental agreement for school/setting to administer medicine

The school cannot give your child medicine unless you complete and sign this form.

Name of school/setting: Oakridge Primary School

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 (delete as appropriate)

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

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

Signature(s)……………………………………………..

Appendix 1.2
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Health Care Plan


Name of school: Oakridge Primary School …………………………………………………………………………………..
Child’s name …………………………………………………………………..                      Group/class/form …………………………………………..

Date of birth ………………………………………………...

Child’s address ………………………………………………………………………………………............

………………………………………………………………………
Medical diagnosis or condition …………………………………………………………………………………

Date ……………………………………………………….

Review date ………………………………………………

Family Contact Information

Name ……………………………………………………………………………………………………………

Phone no. (work)

(home)

(mobile)

Name

Phone no. (work)

(home)                                                                                       (mobile)

Clinic/Hospital Contact

Name








Phone no

G.P.

Name








Phone no.
Describe medical needs and give details of child’s symptoms


Daily care requirements (e.g. before sport/at lunchtime)


Describe what constitutes an emergency for the child, and the action to take if this occurs


Follow up care

Who is responsible in an emergency?

Parent Signature …………………………………………………

Date……………………………………
School Signature……………………….………………………


Date……………………………………

Long Term


Parent to complete Administration of medications form in consultation with GP if required








Short Term 


Parent to administer medication according to prescription guidelines





No action required





Parent to complete care plan and forward to school.  Headteacher to agree plan of care








Headteacher to ensure safe storage and administration ………………….





Medication to be brought into school clearly labelled








Photo stuck here
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