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PRESCRIBED MEDICATION FORM


Child’s Name………………………………………………………………………… Class: ………..……………………….

Emergency Contact & Telephone Number: ……………………………………………………………………………..

Name/ Telephone Number of Family Doctor:
…………………………………………………….……………………………………………………………………………….

………………………………………………………………………………………………………………..……………..……..

Name of medication:

 ………………………………………………………….………………….…………………………………………………….

Prescribed treatment/Time frequency: 

…………………………………………………………………………………………….................

Start date: ………………………………………………………………………………………………….
 
End date:  ………………………………………………………………………………………………….

I authorise the above prescribed treatment to be administered to my child at:

Time and frequency: ………………………………………………………………………………………………………….

Signed…………………………………………………… Parent/ Guardian                    Date …………………………

All medication must be labelled and dosage clearly indicated










	
FOR OFFICE USE ONLY: 
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