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Dear Parent / Carers,

Please complete the medication consent form below and return to school whenever there is either a change in medication or new medication prescribed.

Mal Donald

PRINCIPAL
STUDENTS NAME: ……………………………...............  Date: ……….............

Name of Medication

Dosage
  Time Taken
      Procedure


	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I hereby give staff at Bullimbal SSP authority to administer the above medication to my
son / daughter     ………………………………………………………………

Signed ………………………………………………….   Date …………………………….



Parent / Carer
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