
Medication Sheet 
Permission to administer a short course of medication or treatment.


Child’s Name: __________________________         Date of Birth: _____________


Name of medication or treatment: ___________________________________________


Reason for treatment: ____________________________________________________

_____________________________________________________________________


Dosage Required: ______________________


Date for medicine/treatment to be administered from: ______________ 


And continue till: ______________ 


Times for medication or treatment to be administered:

_____________________________________________________________________


Last dose given at: ________________ 
Please ensure you keep staff updated with further times of administrations at home.  


Parent/Guardian’s signature: ______________________              Date: _______________


Senior Practitioner’s signature: _______________________        Date: ______________

It is the Senior Practitioner’s responsibility to check labels on prescribed medication or relevant information on over the counter medicines to ensure suitability and dosages before signing this form and administering medication.





Record of administration

Name of Child: ____________________                 Date of Birth:_____________

Name of medication: _______________________       Dosage: _________________



	Date
	Time 
	Dose
	Administered by 
	Staff Sign
	Witnessed by 
	Parent sign

	

	
	
	
	
	
	



	
	
	
	
	
	
	



	
	
	
	
	
	
	



	
	
	
	
	
	
	



	


	
	
	
	
	
	

	


	
	
	
	
	
	

	


	
	
	
	
	
	

	


	
	
	
	
	
	

	


	
	
	
	
	
	

	


	
	
	
	
	
	


 

