[image: image1.png]e Totara

PRIMARY SCHOOL

énon//}?j AnA Z/edr'm}y ﬁ(jeﬁwn




[image: image2.png]e Totara

PRIMARY SCHOOL

énon//}?j AnA Z/edr'm}y ﬁ(jeﬁwn




Parent/guardian must complete a consent form when medicine is required
to be administered.
CHILD’S NAME:   __________________________________________
Class:   __________   Year Level:   ____________     Date of Birth: ____________________________________
I _______________________________________ give my consent and approve that nominated staff at Te Totara Primary School administer the medication I have provided for the purpose as described below.

We accept that staff at the school will administer the following prescribed medication in accordance with the medical practitioner’s directions on the package or bottle.

Name of Medication:      _______________________________________________________________________
Reason for Medication:   ______________________________________________________________________
Dosage to be Administered:   ______________________   Frequency:  ______________________________
Symptoms or Triggers (if applicable): ___________________________________________________________
Start date:   ________________________
Stop date:   _____________________________________
Is child self-administering?   YES / NO   

Is medication to be administered by the School?   YES / NO
Name of Prescribing Doctor/Specialist:   ________________________________________________________
We understand that Te Totara Primary School may contact the prescribing Doctor/Specialist if the need arises.

Please read and consider the following before signing:

· I understand that Te Totara Primary School Staff are not trained Heath professionals

· There is an adult present at all times while children are attending who either:

1. Holds a current First Aid qualification, meeting the training requirements outlined by the Department of Labour; or

2. Is a registered practitioner or nurse with a current practicing certificate: or

3. Is a qualified ambulance officer or paramedic who will administer the medication

· I will provide the School Office and Classroom Teacher with written instructions whenever the prescribed medication is required

· I will notify the School Office if the child no longer requires the medication if any changes in medical circumstances occur.

Signed: _______________________________________     Date:   ______________________________
Preferred Phone No:  __________________________________________

MEDICATION GIVEN:

	Date:
	Time:
	Dosage:
	Signed:
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MEDICINE NOTIFICATION/CONSENT FORM





� EMBED MSPhotoEd.3  ���








_1249982525.bin

