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At times, it is necessary for children under doctor’s instructions to take medication during school hours.  We are aware of this need, and are willing to assist you in this situation.

	INDIVIDUAL MEDICATION MANAGEMENT PLAN 

	Student Name:
	Roll Class:

	EQ ID:
	Date of Birth:

	Medical Condition
	


Please note:


All medications must have a label clearing showing Doctors Instructions, name of recipient and dosage and Instructions for dispensing.

It is important that medication be prescribed for administration during school hours, only when this is absolutely necessary.

NON-PRESCRIBED ORAL MEDICATIONS AND OVER THE COUNTER MEDICINE, such as analgesics, Panadol, cough medicine etc WILL NOT BE ADMINISTERED by teachers or other persons on the school staff.

	CONTACTS

	PARENT/CAREGIVER:

Name:     ______________________________

Address:  ______________________________

                ______________________________

Phone:    _________________ (Home)

               _________________ (Work)

               _________________ (Mobile)
	MEDICAL PRACTITIONER:

Name:     ______________________________

Address:  ______________________________

                ______________________________

Phone:    _________________ (Home)

               _________________ (Work)

               _________________ (Mobile)

	AMBULANCE  000 OR 49721722


	MEDICATION REQUIREMENTS

	NAME OF MEDICATION
	

	STRENGTH OF MEDICATION
	

	DOSAGE OF MEDICATION
	

	METHOD OF ADMINISTRATION
	

	TIME MEDICATION TO BE ADMINISTERED
	

	PERIOD OF MEDICATION
	


	TRIGGERS, REACTIONS, WARNING SIGNS, SYMPTOMS

	LIST POSSIBLE EVENTS:




I hereby authorise medication to be administered to my child in accordance with the information I have provided above. While staff members are prepared to assist in this matter, the ultimate responsibility rests with the parent.

	PLAN INITIATED:  
____/ ____/ ____ (DATE)

PLAN COMPLETED: 
____/ ____/ ____ (DATE)

SIGNED: ___________________________________   (PARENT/CAREGIVER)     
____/ ____ / ____ (DATE)

SIGNED: ___________________________________    (PRINCIPAL)         
          
 ____/ ____ / ____ (DATE)               






ADMINISTRATION OF ROUTINE AND  EMERGENCY MEDICATION & MANAGEMENT OF HEALTH  CONDITIONS
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PLAN TO BE RENEWED ANNUALLY 


