
 

Permission to Administer Medicines and Treatment 

 
Student’s Name: _________________________________  DoB: _________  Tutor Group: _________ 
 

Name of Medicine Required Dose Frequency 

   

   

   

   

   

 
Has this medicine been administered previously without adverse effect:  YES/NO 
 
 
Signed: _________________________________________ (Parent)     Date: ____________________ 
 
Please return to Reception 
 
 


