11.2
Administration of Medicines – Parental Consent Form

Personal Details

	Name of Young Person:
	

	Date of Birth:
	

	Location:
	


Medication

	Medicine 1
	

	Name of Medical Condition:
	

	Name of Medication and Strength:
	

	Physical Form of Medication:

For example tablet, syrup, liquid
	

	Dosage Instructions

	Amount to be taken
	

	Times per Day
	am
	am
	pm
	pm

	
	
	
	
	

	Other Instructions


	Affix Chemist Label



	Medicine 2
	

	Name of Medical Condition:
	

	Name of Medication and Strength:
	

	Physical Form of Medication:

For example tablet, syrup, liquid
	

	Dosage Instructions

	Amount to be taken
	

	Times per Day
	am
	am
	pm
	pm

	
	
	
	
	

	Other Instructions


	Affix Chemist Label



General Medical Practitioner Information

	Name of G.P:
	

	
	

	Address:
	

	
	

	
	

	Telephone Number:
	


Parent/Guardian Approval
	I confirm that 
	

	
	(please inert name of young person)


requires the medicine(s) as described overleaf.

	The medication can be self administered by the young person and will only require supervision.


	

	
	

	The medication requires to be administered by another person and I agree that it can be administered by a non-medically qualified person who has received the appropriate training.
	

	Please tick as appropriate
	


I will also inform the Head of Establishment immediately of any changes in the medication and will provide an appropriately labelled separate supply.

	Home Address:
	

	
	

	
	

	
	

	
	

	Telephone Number(s):
	

	
	

	
	

	
	

	Signature of Parent/Guardian:
	

	
	

	Date:
	


Please provide an alternative emergency contact:

	Name of Contact:
	

	
	

	Telephone Number(s):
	

	
	

	
	


The medication and dosage has been discussed with the parent/guardian.
	Signature of Parent/Guardian:
	

	
	

	Signature of Head of Establishment:
	

	
	

	Date:
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