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Administration of Medication to students during school hours
NOTE: This form must be completed prior to any medication being administered to a student by a College staff member.

MEDICAL PRACTITIONER/HEALTH CARE PROFESSIONAL/PHARMACIST SECTION
(delete which does not apply)

These instructions are requested from the prescribing Doctor to enable the College to maintain its “duty of care” when administering
prescribed medication to students where such medication is required to be administered during school hours. This form may be completed
by a Health Care Professional or Pharmacist acting on the advice of a medical professional.

Name of Doctor/Heath Care ProfeSSIONAL ............ceiriiiiiee ettt nnens
AAJUIESS: .ttt r b e E e R R R R e R R e R R R R AR R R R R R R R R R AR R AR R AR R R R R R Rt r Rt r e
......................................................................................... TelePhONE: ..o
I have prescribed (or dispensed on DENAIT OF DI ........ccooiiiiiiiiiie e ) the medication
(NEME OF MEAICATION) ...ttt bbb e bt b e bbb bkt e b h e e b e e Eeh e eb e e b e s e e bt e b e s e eb e s b e s e ekt sbeseeb e nb e s e ebenneneebenres
FOr (NAME OF STUABNT) ..ot b bbbt b bbb to treat the condition

(nName Of MEdICAl CONTITION) ......iiiiiii ettt bbb et b e b st b e s b e st e bt sb e bt eb e e b e e ekt eb et et e sb et ebesb e ebennes

t0 be AdMINISTEIE ....vicvviciiecece s e e UNEIL e,
(dosage) (frequency) (cessation date)

Special arrangements: (eg: self-administration, monitoring student after administration, side effects, emergency action plan,
exclusion from physical activities etc). Attach separate page if required.

PARENT SECTION
This form relates to (parents must provide a separate form for each child):
(Name OF SLUABNL) ...ecee e Date of Birth:.....cccoovevviiiiececieceee

I understand that it is my responsibility to ensure the Prescription Medication and/or General Analgesics | have provided to
Coomera Anglican College have not expired.

Prescription Medication (including Ventolin)

I request administration of the medication as prescribed above for my son/daughter.
Name of Parent/Guardian (PIEASE PrINT): ..o i bbb et b bbb e et b e e bt s bt et e b b e bbb ne et
Signature of Parent/GUardian: ..........cococeveiiieiiieiese e D (S

General Analgesics

I request administration of the (name of AnalgesiC Provided) ........ccoo i

t0 MY SON/AAUGNLET @S FOIIOWS: ... ettt b e bbbt bt bt et e b sb e e b e e bt eb e e b e en b e nbesbenbesbeebeene e
(indicate dosage and frequency)

Name of Parent/Guardian (PIEASE PrINT): ..o ittt ettt sttt b bt s b e e bt s b b et s be e e b e s be b ebesbe b eneabns

Signature of Parent/GUardian: ..........c.oovereiiieneie e DL (S



