Medical Conditions and the taking of Medication in School
September 2018





Child’s Full Name __________________________________________________    Class ____________














Does your child have a medical condition?     Yes/No





Details:  _______________________________________________________________________________





_____________________________________________________________________________________





_____________________________________________________________________________________





Is medication required?     Yes/No





Name and type of medication:  _____________________________________________________________





Dose to be given and when��������������������:  ______________________________________________________











Does your child have asthma?     Yes/No





Details:  _______________________________________________________________________________





�������������������������_____________________________________________________________________________________





_____________________________________________________________________________________





Please state severity of your child’s condition:  ________________________________________________





Is medication required?     Yes/No





Name and type of medication:  _____________________________________________________________





Dose to be given and when��������������������:  ______________________________________________________














Does your child have an allergy – food or other?     Yes/No





Details:  _______________________________________________________________________________





_____________________________________________________________________________________





_____________________________________________________________________________________





Is medication required?     Yes/No





Name and type of medication:  _____________________________________________________________





Dose to be given and when��������������������:  ______________________________________________________











