TE WAOTU SCHOOL MEDICATION REGISTER

Parent and Staff Agreement for school to administer medication.
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Child or Young Person’s Date of Birth: ...............cccoeevnninnnen.
Group/ Class: ....cccouveeeeeiiiiiie e

Health Condition:

Medical Information
1. Medication name/type (as described on the container):

Date dispensed: .......ccccceveeiiiiiiiiiiieeee e Expiry date: .....cccceeveeeeiiiiins or End of Current Year
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Self-administration: Yes/ No / Supervised
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2. Medication name/type (as described on the container):

Date dispensed: ........cccooiiiiiiiiiiiiee e Expiry date: ......ccoceeeiiiineenen, or End of Current Year
D0osage and METNOQ: ...... ..ottt e e e e e e e e e e e e e nnees
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Self-administration: Yes/ No / Supervised
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GP/Health Professional information

[NV E=10 0= S TSRS

Daytime tEIEPNONE: ... et a ettt h et e et

Parent/Caregiver information
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Relationship t0 Child: ...ttt e st e e st e e

Signature - Parent/Caregiver

L (Parent/Caregiver) understand that | must notify the school of

any changes in writing. | agree for the school to administer medication.

SIGNEA: oo Date: ..ovevieeieeeee e

Office Procedure

b (Office Manager/Principal/Staff Member) understand that a designated staff

member must deliver the medication personally to ..............c.cooiviiienn (Child/Young Person).

Itisagreed that ..........coouiiiii e (Child/Young Person) will receive

........................................................ (quantity and name of medication) every day or as required

At (time/frequency).

Signature (Office Manager/Principal/Staff Member): ... Date: ...oooiiiiiiiee e



