To: Head Teacher, St. John Vianney School 
 
ST. JOHN VIANNEY CATHOLIC  SCHOOL, COVENTRY. 
 
REQUEST FOR MEDICINE TO BE ADMINISTERED IN SCHOOL 
 
 
	Name Of Child 
	 

	Home Address 
	 

	 
	 

	Emergency Contact Name 
	 

	Emergency Contact Number 
	 

	Date Of Birth 
	 
	Year 
	 


 
The doctor has advised that it is necessary for the above named child to receive his/her prescribed medicine during school time 
 
	Name of Medicine 
	Required Dose 
	Frequency 
	Time 
	Course 
Finish Date 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 


 
Any precautions, special arrangement or side effects: ___________________________________ 
 
______________________________________________________________________________ 
 
N.B: All medicines must be clearly labelled. 
 
Declaration 
I understand that the Head Teacher and staff of the school cannot be held responsible for any problems which may arise from the administration of medicine when given in accordance with these instructions.   
 
Also, I understand that occasions may arise where medicine is not administered at the required time.  
In this event a decision will be made by staff in school to administer the medicine as appropriate.  (Please note that you are welcome to phone school at the required time to remind staff).  
 
I understand that it is my responsibility to collect the medication at the end of the school day. 
 
	Signature of Parent or Carer 
	 

	Print Name 
	 

	Date of Signature 
	 


 
The administration of medicines detailed will be recorded on the reverse of this form. 
 
 
	Date 
	Time 
	Amount 
	Initials 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


 
