
REQUEST TO ADMINISTER MEDICATION 
Please ensure ALL Medication is kept in original packaging, clearly labelled with 

student’s name and pharmacy label present (Prescription Medication) 

Students Surname: Class/Year Group: 

Students Firstname: DOB: / / 

Health/Medical Condition: 

Name of Medication: 

Dosage: 

Schedule/Time to be Taken: 

Special Storage Requirements if any e.g. refrigerator: ______________________________________ 

Special Instructions for Administering the Medication/s e.g. must be taken with food/water: 

___________________________________________________________________________________ 

Through information you have obtained from your doctor or got yourself, are you aware of 
any likely side effects from the medication? Yes/No (please circle) 

If Yes, please provide more information: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 Request for student to Self-Administer Medication:  _____________________________________

Additional Information: 

___________________________________________________________________________________ 

I give permission for Oxley Staff to administer above medication to my child. 

Name of Parent/Guardian:  ___________________________________________________________ 

Phone Number: _________________________________ 

By checking this box and typing my name below, I am electronically signing this consent form.  

Signature:  Date: ____________________ 
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