
        

 

 

I authorise a representative of the school to give the following medicine to my 

child: 

 

Child’s name:………………………………………………………………….. Class:……………….. 

 

Name of medicine:…………………………………………………………. Date:……………….. 

When should it be given?............................................................................... 

Dosage:……………………………………………………………………………………………………… 

 

Parent/Carer signature:……………………………………………………………………………… 

Print name:………………………………………………………………………………………………… 
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