
 

Administration of medicine consent form 

 

 

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

 

GP Name and Practice …………………………………………………………. 

 

I agree to appropriate members of staff administering medicines to my 

child as directed below. 

 

 

Signed (Parent/Carer): ..................................     Date:................................................  

 

 

Name of medicine Dose Frequency Date & times 

    

    

    

Special instructions 

Allergies 

Other prescribed medicines child takes at home 

 


