PARENTAL CONSENT FOR THE ADMINISTRATION OF MEDICINES/TREATMENTS AND MEDICAL INFORMATION

St. Gregory’s Catholic Primary School

Child’s Name : …………………………………………….

Date of Birth: …………………………

Medical information about your child

Any conditions requiring medical treatment, including medication?     YES/NO

If YES, please give brief details:

…………………………………………………………………………………….

Please outline any food or other allergies and special dietary requirements of your child:

…………………………………………………………………………………………

Any recent illness or accident staff should be aware of?

…………………………………………………………………………………………..

The type of pain/flu relief medication your child may be given if necessary?

…………………………………………………………………………………………..

Declaration

I agree to my son/daughter receiving medication as instructed and any emergency dental, medical or surgical treatment, including anaesthetic or blood transfusion, as considered necessary by the medical authorities present.
Signed:………………………………………………………..Parent/Carer
