APPENDIX 2
HOLY TRINITY C.E. JUNIOR SCHOOL

Record of medicine administered to an individual child

The school will not give your child medicine unless you complete and sign this form, and the Headteacher
has agreed that school staff can administer the medication.

DETAILS OF PUPIL

SUMNAMEL. ..
[ oY o0=Y =1 1 o T=Y () PO
Class:cccoveveiniiiiennnnn M/Fi.o Date of Birth:...............coei
AdAress:. . ..o
Condition or illNEss:........ouiniiiii i
MEDICATION

Name/Type of Medication (as described on the container):..........................
How long will your child take this medication:..............c..coiiiiiiiiiiiiiinn..
Date Dispensed:..................... Doctor’'s Name: ......ccoiiiiiiiiiiiiiiiineenen.

| understand that | must deliver and collect the medicine personally to the office staff, and accept that this
is a service which the School is not obliged to undertake.

Date: ..o Signature(s):.....ocvveiiiiiiiiii
Signature of member of office staff Date
Signature of Headteacher: Date




NAME OF CHILD: .....ccccuiniiiiiiiiininincnnieneeenenen

Record of medicine administered to an individual child
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Dose Given
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Staff initials
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Staff initials
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Name of member of staff
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