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MEDICAL CONSENT FORM

Please accept this form as consent for a member of staff to administer the following medicine to my child


NAME …………………………………………YEAR  ……… CLASS NAME …………..

Medical condition i.e. cough/cold/headache …………………………………….…………. 

Medication ………………………………………………………………………….

Expiry date …………………………………

Dosage ……………………………………….Time ………………………………………..

Signed ………………………………..…Parent/Guardian           Date ……………..

Signed …………………………………….… Staff member   1    Date ……………..

Signed ………………………………………. Staff member   2   Date …………………..
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