Trinity Grammar Stchool

Request from Parents/Guardians for the School to
Administer Medication to a Student

Date Of REQUEST: ...

Student SUrNAME: ... Student First Name: ... Year: ... Hse: s
Medical Practitioner: ... Medical Practitioner’s Phone Number: ...,
HEAITN/IMEAICAI CONITIONS: oo ceeeeee e eeeesseeeeeses s s ssens e e s enens e 4444t e 44444ttt e 44 4444144t e et et e et e e
Could your child experience an emergency reaction in relation to this condition (tick one):  Yes: No:

Name of medication: ... Prescribed for (name of condition): ...

PrESCIIDEU OSAEE: ...t sssss s e s 383855 20280 5 5 0 0 0 0

(Note: All prescription medications need to be supplied in their original container with pharmacy label)

Dates to be given medication: ... Times to be given medication: ...
Special storage instructions, if ANy (€. FEIIIZEIATION): ...t e ssss s s s s s s

Special instructions for administration (€g. taken With fOOA): ... e

Through information you have obtained from your doctor or acquired yourself, are you aware of any likely side effects
from the prescribed medication (tick one box)?

Yes: No: If yes, please provide more informMation: ... sssmssseess s

If your child administers his own medication at home, do you request that he administers this medication at School (tick
one box)?

Yes: No: If your child administers the medication at home, what level of support do you provide?

Name of person who will carry the MediCation 10 SCROOI: ... eee e e s sssssseses e
ANY ONET FEQUESTS O SUPPOIT? ..ooooooececeeeece oo sseseeee e sese s s sses e e ssse e s s s s e s e e

| authorise Trinity staff to administer the medication(s) detailed above to my child.

Parent/GUardian NamME: ... ssssessssreess Emergency Phone NUMbEr: ...

Parent/GUardian SINAtUIE: ... sssoesssseessseseesssssnsseessseeess [ | o OO

Please return this form to the School’s Nurse at Summer Hill, Strathfield & Pine Bluff, or the Receptionist at Lewisham

Record of Administration (School Use Only)

Date Time Signature Date Time Signature




