[bookmark: _GoBack][image: ][image: ]Connect Alliance Trust

Parent/Carer Request for the Child’s Self–Administration of Medication/Medical Intervention


Child’s Details
	

	

	



Child’s Name

Group / Class / Form

Date of Birth


Parent/Carer’s Contact Details
	

	

	

	



Parent/ Carer Full Name

Phone no. (home)

Phone no. (work)

Phone no. (mobile)


GP
	

	



	



Name of GP

Medical Practice / Health Centre 


Phone no.



Parent/Carer Declaration and Signature

I confirm that I have completed the Parent/Carer Request and Agreement for School to Administer Medicine(s) / Medical Intervention(s) form.

I request and agree to the following medicine(s) or medical intervention(s) being self-administered in school by my child: (please add the names of the medicines or type of intervention)


1. _______________________________________________

2. _______________________________________________

3. _______________________________________________
4. I request and agree to: (please tick from the following)

· my child carrying the stated medicine(s) independently and safely 
· school holding the stated medicine(s) safely for my child to collect and 
administer independently
· school holding the stated medicine(s) safely for my child to collect and 
administer independently under the supervision of a member of staff
· my child carrying any equipment or resources required for the stated medical 
intervention independently and safely
· school holding the equipment or resources required for the stated medical 
intervention safely for my child to collect and administer independently
· school holding the equipment or resources required for the stated medical intervention safely for my child to collect and administer independently under the supervision of a member of staff

I undertake to ensure that the school has adequate supplies of stated medicines(s) or resources required to administer the stated medical intervention(s).

I undertake to ensure that stated medicine(s) or resources: are in the original container as dispensed by the pharmacy; have the pharmacy label stating the child’s name, dosage and timing of administration; have not passed the expiry date; have details of storage instructions, if appropriate.

I undertake to inform the school in writing if there are any changes to medicine(s) or medical intervention(s) e.g. change of dose, change of timings or frequency or if administration is stopped.



Parent/ Carer’s Full Name (Please print) 

___________________________________________________________________


Signature __________________________________________________________


Date _________________________


	School Use Only

	Date Received
	

	Action(s)
	

	Date Review Due
	




image1.png
Connect
Alliance
Trust

Excellence - Collaboration - Respect




image2.png




