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PARENT/CARER AUTHORISATION FOR MEDICATION ADMINISTRATION
I hereby authorise the staff at Gilmore Primary School to administer medication to my child as follows:

	FULL NAME OF STUDENT 
	

	Student’s class
	

	Name of medication
	

	Type of medication

(please circle)
	Tablet

Capsule

Syrup

Inhaler/turbuhaler/
	Drops

Ointment

Other

	Dosage
	

	Time/s for dispensing above dosage
	· 

	Other comments/requests
	


· IN ACCORDANCE WITH DEPARTMENTAL REGULATIONS I HAVE ATTACHED WRITTEN INSTRUCTIONS FROM MY CHILD’S MEDICAL PRACTITIONER FOR THE SCHOOL’S RECORDS.
· Please note:  Staff at Government schools are not required to administer medications. The staff at Gilmore Primary is willing to assist in this regard if requested as per this form. It is a requirement for the school to receive written notification from your child’s doctor for administration of prescription medications.
	Name of Doctor:


	Doctor’s Phone number:

	What is your relationship to student?
(please circle)
	Parent

Legal guardian
	Carer

Other

	My phone number

(for clarification of medication details if needed)
	

	PRINT YOUR NAME BELOW
	SIGNATURE BELOW & DATE

	
	








___________________________________________________

We are the future
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