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GAYHURST SCHOOL MEDICATION FORM

If it is necessary for your child to be given any medication at school (Year 4 to 8) please complete this form and take it with the medication to Mrs Harper in the school office.  For Junior School children the form and medication should be given to your child’s form teacher.  (Please note that Junior School will only administer prescribed medication from the doctor).

All medications must be in their original container or packaging and clearly labelled for your child’s safety.  Any unidentified medication will not be administered.

I agree to a member of staff administering the following medication to my child:

CHILD’S NAME …………………………………………………… FORM ……

MEDICATION ……………………………………………………………………

REASON FOR MEDICATION …………………………………………………...

………………………………………………………………………………………

ORAL MEDICATION DIRECTIONS: ……………………………………………
………………………………………………………………………………………

SIGNED ………………………………………………… DATE …………………
PRINT NAME ………………………………………………………………………

REQUEST & AUTHORISATION FOR THE
ADMINISTRATION OF AN EPIPEN AT SCHOOL

I agree to a member of staff administering the supplied Epipen to my child in an emergency:

CHILD’S NAME …………………………………………………… FORM …….
REASON FOR EPIPEN ……………………………………………………………
SYMPTOMS …………………………………………………................................

              ………………………………………………………………………
ADDITIONAL MEDICATION ……………………………………………………



  ………………………………………………………………………..

DIRECTIONS FOR ADMINISTERING ADDITIONAL MEDICATION



  ……………………………………………………………………….



  ……………………………………………………………………….

Signed …………………………………………………………….. Date …………

Print Name ………………………………………………………..

Junior School – Kept by the Form Teacher and spare medication to be kept in the
      Office

Senior School – Kept in the First Aid Room 

ADMINISTRATION OF ASTHMA INHALER AT SCHOOL

CHILD’S NAME ……………………………………………… FORM ……….


INHALER TYPE:

PREVENTOR


RELIEVER



REASON FOR INHALER …………………………………………………..

FREQUENCY ……………………………………………………………….

DOSAGE …………………………………………………………………….

MAXIMUM DOSES PER DAY …………………………………………….

TIME (IF APPROPRIATE) ………………………………………………….

SIGNED …………………………………………………… DATE ………...

PRINT NAME ……………………………………………..

Please note that your child should have two inhalers at school:

Junior School – One inhaler to be given to the form teacher

Senior School – Children to keep an inhaler with them at all times 

Whole School – Spare to be kept in the School Office
