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Headteacher: Ms Karen Steele

Parent/Guardian Authorisation for Giving Medication
Date: _____________________________________

Childs name: ___________________________________________________ Class: ________________

Medication name: ______________________________________________________________________

Reason for medication: ________________________________Dosage: ___________________________

Timings: _____________________________________________________________________________

Please note we will endeavour to keep to the timings however this is not always possible due to the unpredictable nature of the school life
Where medication to be kept: _____________________________________________________________

From (date): ______________________________ To (date): ____________________________________
Parent/guardian signature:________________________________________________________________

	Date
	Time
	Dose
	Staff

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Address:  Limpsfield Road, Sanderstead, South Croydon, Surrey, CR2 9EA

Telephone: 020 8657 1807           Fax: 020 8657 1686               E-mail: administrator@gresham.croydon.sch.uk
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