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		NON-PRESCRIBED MEDICATION




CHILD’S NAME:   ……………………………………………………..  CLASS: ……………………………

CONTACT NAME:  ………………………………………………………………………………………………

CONTACT NUMBER: …………………………………………………………………………………………..

GP NAME/CONTACT: ………………………………………………………………………………………….

MEDICATION: ……………………………………………………………………………………………………

I AUTHORISE THE ABOVE NON-PRESCRIBED TREATMENT TO BE ADMINISTERED TO MY CHILD AT:
TIMES AND FREQUENCY: 
……………………………………………………………………………………………………………………….

SIGNED: ………………………………………….. PARENT/GUARDIAN		DATE: …………….

ALL MEDICINES MUST BE LABELLED AND DOSAGE CLEARLY INDICATED








FOR OFFICE USE ONLY:  
	CHILDS NAME 
	DATE 
	TIME 
	DOSAGE 
	SIGNATURE OF STAFF 
	STAFF NAME PRINTED 
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