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Winchelsea School

Parental Request for the Administration of Prescribed Medication — Form M2

CHILD’S NAME: ...ttt ssessssesssstssssssssssssssssssesssaesssnsssssssssans CLASS: ...ttt
CHILD’S DATE OF BIRTHE: .....ccovtrimininiiscnistscs sttt sessssssssasssssssssssssseon

NAME (PAr@Nt/CAr@r).........uooooueeeeeeee ettt eetee et ee e e te e e eteeeebee e sbeeennresenneen (please print Parent/Carer name)
Request that the prescribed medication described below should be administered to my child:

Reason for medication:

DOSE: ...t Strength: ..o, Quantity: ........coceoeveeeieeceee,
At the tImMe/tImMEs STALEU: ...........cooeeeeeeeeee ettt ettt a ettt ettt e et at et et eae e e et e s e etene st ete s eteneetene e erens
TIMES/TIROUENCY: ......ooeoeeeeeeeeeee ettt ettt ettt ettt ettt ettt ss st et et et et et et ettt et et etessas st et et et et etesetesese et et esesesssnsnanaeas
STart/Finish DAates OF ONGOING: ........c.cooviieiiieieeeteteteeeeee ettt a ettt e s st et e ettt ae st st ss st eteteasas st st es st esetetetessseseasasesesessasessessssanan
SPECIAI INSTIUCTIONS: .........ooviiiiei ettt ettt e te et et e te et et eteete st eaeeasetesbeseebesbessessebesbessebessensensebessesseseetesens
Storage*: 1. Fridge 2. Medical Cupboard (*please circle as appropriate)
Administered*: 1. Orally 2. Injection 3. Topically (to the skin) 4. Rectally (*please circle as appropriate)
Patient Information Leaflet included (P.I.L): YES / NO (please circle as appropriate)

Are you aware of any known side effects your child may experience with this medication? If yes, please list:

SIBNEA: .o (Parent/Carer) DAt i
Print Name: ...ttt bt

Daytime contact telEPONE NUMDBET: ........couieee ettt ettt e e beeteere e b et et e sbesbeebeessasbesbeessensensessans

Should your child refuse medication, the school cannot take any further action and the medication will not
be administered. Should this happen, you will be contacted immediately by telephone.



