
OF MEDICATION FORM
Week Beginning: ____________​​​​​​​​​​__________________

Name of child:   _______________________________    
Name of Medicine: _____________________________       

No. of doses_______________________  To be given at school

MORNINGS
Signed by:
     Monday        Tuesday          Wednesday     Thursday         Friday

	Parent
	
	
	
	
	

	Staff
	
	
	
	
	

	Driver/Escort
	
	
	
	
	


AFTERNOONS
Signed by:
     Monday        Tuesday           Wednesday     Thursday        Friday

	Parent
	
	
	
	
	

	Staff
	
	
	
	
	

	Driver/Escort
	
	
	
	
	


N.B. STAFF:   
CAN YOU PLEASE PASS THIS FORM BACK TO ME AT THE                          END OF EACH WEEK?
PLEASE PHOTOCOPY ON FRIDAY MORNINGS, ASK ESCORT / DRIVER TO SIGN BOTH COPIES IN THE AFTERNOON, THEN HAND ONE COPY OVER, AND I KEEP ONE FOR MY FILES.
THANK YOU 
ANNE.

