Dear Parents/Guardian

Attached to this letter is a copy of the school medical record.  This must be completed if you would like your child to have medicine administered at school.

It must be completed if your child has an inhaler in school.  For pupils who use inhalers, please send this form back to the class teacher by return.  All pupils are responsible for their own inhalers.

We cannot accept any medicine or inhaler in school until a medical record is completed.

Please contact the school office if you have
any queries.

Yours sincerely


Mrs G Metcalf

Please note

Please come in and claim all medicine when course is finished.  All medicine left in school after close of school in July will be disposed of.


SCHOOL MEDICINE RECORD

PART 1

1 to be completed by the parent/guardian.

If more then one medicine is to be given then a separate from should be completed for each.

Child’s name ___________________________________________Class______________

Name of medication ________________________________________________________

Dose _______________________________ time _________________________________

Any other instructions (including instructions for inhaler use here)

________________________________________________________________________________________________________________________________________________________

Please note : All inhalers are kept by the pupil and are self medicated.

Declarations: I request that the above medication be given in accordance with the above information by a responsible member of the school staff.  I understand that if it is necessary for this treatment to be carried out during educational visits and other out of school activities I will inform the class teacher.

I undertake to supple the school with medicines in properly labelled containers.

I accept that while the child is in the care of the school, the staff stand in the position of the parent and that the school staff may therefore need arrange any medical aid considered necessary in an emergency.  I will be told of any such actions as soon as possible.

Signed___________________________________Date____________________________

Print Name ________________________________________________________________

Telephone number of parents or adult contact ______________________________________

Signed by GP (if parent uncertain of dosage)  ______________________________________

Part 2 

To be completed by adult at time of giving medicine.
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