
                                     MEDICINE  FORM 

 

Name of pupil……………………………………………………….. 

 

Class…………………. 

 

Name of medicine………………………………………………….. 

 

Dosage……………………………………………………………………. 

 

Period of dosage……………………………………………………… 

 

Signed…………………………………………………..Parent/Carer 

 

Name of parent/carer……………………………………………… 

 

Date……………………. 

 

Member of staff receiving medicine………………………….. 

 

Signature of staff member…………………………………………. 


