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AUTHORISATION FOR THE ADMINISTRATION OF PRESCRIBED MEDICINE
I authorise Skools Out staff who are appropriately first aid trained to administer prescribed medicine (please complete a separate form for each medicine) to my child ………………………………............., in accordance with my instructions given below.  I confirm that this medicine is needed by my child during club hours to preserve his/her life or to prevent serious damage to his/her health.

	Condition for which treatment is required
	

	Name of medicine  


	

	Dosage and frequency 


	

	Circumstances in which it should/should not be administered 

	

	Any other treatment required?

	


Does administration require any special training?  (We will seek this prior to your child’s admission)
YES/NO

Parent’s contact details

Print name ……………………………………........................................................

Tel No.  ………………………………………………………………………………….……….
Name of Doctor….……................................................................................

Surgery Address .......................................................................................

Telephone No.…………................................................................................
I confirm that I will not hold Skools Out or its staff responsible for any adverse effects which might result from the administration of medication which was carried out to the best of their ability in accordance with my instructions given above.  I understand that staff will keep records of any medication given to my child and that I will be asked to sign the record when I collect my child.

Signed ………………………………....................................................................     
Date ………………………………………………………………………………………………..
Staff Authorised:-

	Name
	Signature
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