
 

 

  

 

  

The Academy will not give your child medicine unless you complete and sign this form. The Academy 
is not obliged to undertake this service. 

All medication must be in the original box. 

 

DETAILS OF PUPIL 
 
Surname:______________________________________     M/F:____________________________ 
 
Forename(s)___________________________________  DOB:_____________________________ 
  
Address:_________________________________________________________________________ 
 
________________________________________________________________________________ 
 
Condition/Illness___________________________________________________________________ 
 

MEDICATION 
Name/Type of Medication (as described on the container)__________________________________________________ 

 
_____________________________________________________________________________________________________ 
 

Prescription / Over the Counter (please delete) 

 
For how long will your child take this medication:__________________________________________ 
 
Expiry Date:______________________________ 

 
Full Directions for use: 
 
Dosage:_________________________________________________________________________ 
 
Timing:___________________________________________________________________________ 
 
Special Precautions:________________________________________________________________ 
 
Will they need help to take the medicine:________________________________________________ 
 
 

CONTACT DETAILS: 
 
Name:_________________________________________ Daytime Telephone No______________ 
 
Relationship to Pupil_______________________________________________________________ 
 
 
Date:________________________________ Signature(s):_________________________________ 
 
 


