
PARENTAL CONSENT FOR PRESCRIBED MEDICATION 
 
Name of child: _________________________________________     Form:  ______________ 

 
Name of medication:___________________________________________________________   
 
Reason for medication: ________________________________________________________ 
 
_____________________________________________________________________________ 
 
Dosage:  _____________________________________________________________________ 
 
Times to be given at school: _____________________________________________________ 
 
Time(s) given at home: _________________________________________________________ 
 
Date commenced: _____________________________________________________________ 
 
Duration of medication:________________________________________________________ 
 
Name of parent: ______________________________________________________________ 
 
Signed: _______________________________________              Date:___________________ 
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