MEDICATION SLIP

Date: - _____________________________

Child’s Name:- __________________________________

Name of medication: - ______________________________

Dosage or instructions: -          
______________________________________________________________________________________________________

Date and Time of last dose given_________________________

I, the parent / guardian of the above named child, give my permission for the medication named above, to be given at the stated times.

I state that the medication above was prescribed by the child’s G.P. or consultant on _________________________
and that the child has already received the first 48 hours medication.

Signed:- _____________________________

Staff use only

	Date
	Time
	Dose
	Administered by
	Witnessed by

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




I ______________________ HAVE READ AND UNDERSTAND THE CORRECT PROCEDURE FOT ADMINISTERING THE ABOVE MEDICATION.

Sign______________________________

Sign______________________________
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