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NB. THE SCHOOL POLICY IS TO PROVIDE THIS SERVICE ONLY IF THE MEDICATION IS REQUIRED 4 TIMES DAILY
Dear Headteacher

I request that my son/daughter (please delete) …………………………….………………………………. (pupils name)
Be given the following medication (name of medication in capitals please)………………….……………….…………….

………………………………………………………………………………………………………………………………..……….……...

At the following time ……………………………………

Our family doctor has prescribed the above medicaments.  They are clearly labelled indicating the correct dosage, contents and the child’s name.

I understand that the medication must be delivered personally to the school office and accept that this is a service the school is not obliged to undertake, however will endeavour to administer them at the time requested.

Signed (parent/guardian).  ………………………………………………….………………………Date. ……/………./………….
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