APPENDIX A

Consent for the Supervision of Medication
Dear Headteacher

I request that St Mary’s authorised volunteer staff supervise medication on my child’s behalf, as follows:

Pupil Name:

Pupil Form:

Medication:

Dosage (as stated on the packaging):

To be taken at (times of day):

To be taken on (dates):

End date of medication:

Any other special instructions (allergies etc):

I understand that my child’s medication is my responsibility.  It is my child’s responsibility to come to Pupil Reception for their medicine at the time stated. Medication misuse by my child is not the school’s responsibility.  I am aware of the school’s ‘Medication Policy and Procedures’ and agree to abide by it.

Signed:

Print Name:

Emergency Contact Number:

Date:


