	Name of Child:

	


	Name of School

	

	Date of Birth:

	
	Tutor Group / Form:

	

	Name of Parent/ Carers:

	
	Home Telephone:

	

	
	
	Work Telephone:
	


I consent to my child receiving the following pain relief in school which is provided by the school:
(Circle where appropriate)

Medication …Paracetamol	Dosage/No of tablets ....1  /  2  tablet(s)

Medication …Ibuprofen		Dosage/No of tablets ....1  /  2  tablet(s)





I consent to my child receiving the following medication in school which has been provided from home:
(Delete where applicable)

 a) Medication …………………………...................Dosage/No of tablets…......................Time(s) to be taken …………………

 b) Medication …………………………...................Dosage/No of tablets…......................Time(s) to be taken …………………

 c) Medication …………………………...................Dosage/No of tablets…......................Time(s) to be taken …………………

 I will ensure that the school has adequate supplies of the medication / equipment.

 I will ensure that the medication / equipment supplied by me and prescribed by my child's doctor is correctly labelled, in date, with storage details attached, and that the school will
be informed of any changes.

 I understand that the medication / procedure will be carried out by my child.
 
 I understand that this will be reviewed annually.
FOR USE BY KEN STIMPSON ACADEMY

MEDICAL PERMISSION FORM

PARENTAL CONSENT FOR A CHILD TO RECEIVE MEDICATION IN SCHOOL
Date:………………………………………..
Print Name:……………………………………..	Relationship to child:………………..........
Signed:...........................................................


