
                                                

 

 

 

 

 

  

 

Request for administering prescribed medication to student  
 

Note: I f  your chi ld  is  to take more than one prescr ibed medicat ion, p lease attach a 
separate request for  each medicat ion .  

Student details  

 

Firs t name:……………………………………..  Last name:………………………………  

Date of  Bir th:…………………………………..  Grade:…………………………………..  

 

Medical Condition and Medication 

Medical Condi t ion  the medicat ion is prescr ibed for :  

  Anaphylax is         Asthma (severe)       Asthma 

  Al lergy……………………..(spec ify)       Other  (p lease l is t  below)  

  

Has th is condi t ion been d iagnosed by a doctor? Yes/  No  

Doctor ’s  Name: ………………………………………………..   Phone:……………….  

Name of  prescr ibed medicat ion:……………………………………………………………….  

Prescr ibed dosage:………………………………………………………………………………….  

What are you request ing the school  to do? 

………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 

Expiry date of  the medicat ion: ……………………………………………………………… ….  

Spec ia l s torage requirements  i f  any e.g.  in ref r igerator  ………………………………….  

………………………………………………………………………………………………………….  

  

Spec ia l instruct ions for  adminis ter ing the prescr ibed medicat ion/s  e.g.  must   
be taken wi th food or wi th a g lass of  water :  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
  

Through informat ion you have obta ined f rom your  doctor  or  got  yourself ,  are you 
aware of  any l ike ly s ide ef fects  f rom the prescr ibed medicat ion?  

Yes/  No I f  Yes, Please provide more informat ion:  

………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
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I f  your chi ld  adminis ters h is  or  her  own medicat ion at  home, do you request   
that  he or  she self -adminis ters  th is medicat ion at  school?  
 

Yes                No   

Note: the Pr inc ipal  needs to approve a dec is ion for a student  to sel f -adminis ter .  

I f  yes,  please descr ibe what  support  your  chi ld  needs to adminis ter  the medicat ion 
in a non-emergency s i tuat ion at  school .  You may l ike to inc lude informat ion about  
how you suppor t your  chi ld  at home to administer  their  medicat ion.  

………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 

Secure del ivery of  prescr ibed medicat ion is  impo rtant for  the safety of  your  chi ld  as 
wel l  as  for  the safety of  other  students  in the school .  

Please name the person who wi l l  carry the medicat ion to school :  

………………………………………………………………………………………………..  

  

Note:  i f  you are unable to del iver  the medicat ion to scho ol ,  i t  is  adv isable that you 
nominate a responsib le person,  who is not a school s taff  member , to transport the 
medicat ion to the school.  

 

For some medicat ions and some students i t  can be appropr iate for  them to carry 
their  own medicat ion to and at school.  For  example, asthma re l iever  medicat ion 
and pancreat ic  enzymes for cyst ic  f ibros is. I f  your chi ld  is  to carry their  own 
medicat ion we want  to be able to suppor t th is and request some information so that  
we are wel l  informed.  

Note: The school may st i l l  need  you to prov ide the school wi th an addit ional supply  
of  the medicat ion for  storage in centra l locat ion/s with in the school  and for  use i f  
your  chi ld  needs the schools help .  

 

Would you l ike the pr incipal to  cons ider  a request for  your chi ld to carry their  
medicat ion? 

Yes       No    

 

Note:  The Pr inc ipal needs to approve a decis ion for  a s tudent  to carry  their  own 
medicat ion at  school .  

 

I f  yes,  p lease descr ibe where and how your chi ld  wi l l  carry th is  medicat ion,  for  
example, my chi ld wi l l  carry i t  on their  person in a medical pouch or bum bag.  

………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  



                                                

 

 
  

Request for other support  

Please provide deta i ls  of  any other  health care suppor t  needs of  your  chi ld  whi le 
they are at  school and involved in school  act iv i t ies.  

………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 
………………………………………………………………………………………………………….  
 

 

Parent/Carer  Name:………………………….              Date:…………………………………  

Signature:………………………………………

Privacy notice  

The information requested on the form is essential for assisting the school to plan for the support of 
your child’s health needs. It will be used by the NSW Department of Education and Communities for 
the development of arrangements with you to support your child’s health needs. Provision of this 
information is voluntary. If you do not provide all or any of this information, the school’s capacity to 
support your child’s health needs could be impaired. This information will be stored securely. You may 
correct any personal information provided at any time by contacting the Principal. 


