Consent Form for Administration of Over-the-Counter (OTC) Medication

Child’s Full Name: __________________________________________
Date of Birth: ______________________
Class/Year Group: ___________________


Medication Details
Name of Medication: _________________________________________
Reason for Medication: _______________________________________
Dosage: ______________________
Frequency/Timing: __________________________________________
Route (e.g. oral/topical): ______________________________________
Duration of Administration (e.g. one week/ongoing): _____________________
Date Medication Starts: _______________  Ends (if applicable): _______________


Parental Consent
I give permission for (School Name) staff to administer the above-named over-the-counter medication to my child, in accordance with the dosage and instructions provided. I confirm that this medication is appropriate for my child, and I understand that the school is not responsible for any adverse reactions when used as directed.
I confirm:
☐ I have provided the medication in its original packaging
☐ The medication is clearly labelled with my child’s name
☐ I understand that staff administering this medication are not medically trained
Signed (Parent/Carer): ____________________________________
Print Name: ___________________________
Date: ____________________
Emergency Contact Number(s): ______________________________
