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Administration of prescribed medicine/treatment

Consent Form
.


Child’s name






Class

Parent(s) telephone number     


GP Surgery Name and Telephone Number 
Please tick appropriate box

My child will be responsible for self-administration of Asthma treatment.  
(KS2 only)


I request that the First Aider administers the required medicine as directed below.          

Signed 



       Date

              (Parent/Guardian)

	Name of medicine
	Dose
	Frequency/times
	Completion date of course if known
	Expiry date of medicine

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Special instructions:


	Allergies:


	Other prescribed medicines child takes at home:











































