[image: image1.png]


REQUEST FOR SCHOOL TO ADMINISTER MEDICATION FOR ANAPHYLAXIS
The school will not give your child medicine unless you complete and sign this form, and a member of the SLT or the SENCo has agreed that school staff can administer the medicine

Details of Pupil

Surname                                         Forename(s)




Class ______
Is allergic to:

Their reaction is likely to be: 
Medication

All medication must be in the original container, as dispensed by the pharmacy, with the pupil’s name, its contents, the dosage and the prescribing doctor’s name.
	Name of medication
	Date dispensed
	Expiry date
	Dosage

	
	
	
	

	
	
	
	

	
	
	
	


Are there any side effects of medication being taken that the School needs to know about?


Agreement of parent

· I will ensure that the medication listed on the care plan will be provided to school and this will include two adrenaline auto-injector devices.

· I will ensure that medication in school is within its expiry date and replace this at least 2 weeks before expiry.
· I will ensure that the staff are made aware of any changes needed to the care plan, e.g. contact details, changes to medication type or dosage.

Signed: _____________________________________ date: __________________________________

Name: _________________________________ relationship to child:__________________________
Agreement of Headteacher (or appointed nominee)
I agree that the medication for anaphylaxis will be administered according to these instructions and with reference to their current care plan.
signed: ___________________________________________  date: ______________________
(SLT or SENCo)
□ Copy given to parent 
□pupil asset updated  
□ anaphylaxis list updated


