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	Name of child 
	

	D.O.B
	

	Year Group
	

	Doctor and Address 



	

	Medical condition
	

	Medicine name/ type
	

	Date dispensed 
	

	Expiry Date 
	

	Dosage and Method
	

	Duration and end date 
	

	Any other relevant information
	

	Self-administration
	Yes/No 



	· I understand that I must notify the school of any changes by completing a new form
· I give permission for my child to use the emergency inhaler if required (delete if not relevant)
Parent/ Carer Signature:  __________________________________________
Print name: _________________________________________
Date: __________________________________




	Indemnity
I am aware that my child needs to take the medication mentioned above in school hours. I have provided information about how the medication is to be administered and I understand it is my responsibility to ensure the school has an adequate supply of the medication. I accept that as long as it is administered responsibly in accordance with the dispenser’s instructions, I will not hold the headteacher or LDST responsible in the event that my child suffers adverse effect from the administration of the above medication. 
Parent/ Carer Signature:  __________________________________________
Print name: _________________________________________
Date: __________________________________




	Headteacher Agreement

It is agreed that the child named on this plan will receive the above medicine dosage and for the duration agreed with parents. The child will always be supervised whilst they take their medication by two members of staff. This arrangement will continue until the end date stated above  

Headteacher’s Signature:  __________________________________________
Print name: _________________________________________
Date: __________________________________
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