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Brookburn Primary School
Medication Authorisation
Form to be completed for each continuous period of authorisation
	Name of Child
	

	Class
	

	Date 
	



I give my permission for the following medication to be administered to my child as detailed below.
	Medication Name
	

	Illness/diagnosis
	


	Dose to be administered
	

	Frequency of administration
	Every      hours.

	Named bottle
	Yes/No

	Instructions included
	Yes/No



Administration schedule
	Time administered at home
	

	Time to administer at school
	

	No. of days required
	

	Date start course (if applicable)
	

	Date finish course (if applicable)
	



	Time Given
	Dose Given
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	





Signed:   _______________________________

Relationship to child ______________________			Date: _________________________
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