[image: Branding/BT%20logo%20SILVERsm.jpg]

BREAKTHROUGH TRANSFORMATION TRUST
[bookmark: _GoBack]PARENTAL/CARER AGREEMENT FOR ADMINISTRATION OF PRESCRIPTION AND NON-PRESCRIPTION MEDICATION
The Breakthrough Organisation requires that this form is completed and signed before they will administer medication to your child.  Please note:  If more than one medicine is to be given, a separate form should be completed for each one.
Student’s Name: __________________________________________________________________________________
Student’s Date of Birth: __________________________________________________________________________
Daytime Phone number of Parent/Carer: ______________________________________________________
Medical Condition or Diagnosis: ________________________________________________________________
Name of Medicine: _______________________________________________________________________________
Dosage & Timing: ________________________________________________________________________________
Any Special Precautions or Side Effects________________________________________________________
_____________________________________________________________________________________________________
Self -Administration:  Yes/No (Delete as appropriate)
Supervised Administration:  Yes/No (Delete as appropriate)
Permanent/Temporary Medication (Delete as appropriate)
If temporary (i.e. antibiotics), please state date medication ends: _____________________________________________________________________________________________________
Any special procedures to be taken in an emergency: _____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
Name and Phone Number of GP: ________________________________________________________________
Medicines must be in their original container as dispensed by the Pharmacy
The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to Breakthrough staff administering the medication in accordance with its policy.  I will inform Breakthrough immediately, in writing, if there is any change in dosage or frequency of the medication or if the medicine is stopped.
Parent’s signature: ______________________________________________________________________________
Print Name: ______________________________________________________________________________________
Date:  _____________________________________________________________________________________________
image1.jpeg




