
 

 

 

Medication Info & Consent Form 
Child’s Name: …………………….………………………….  

Date of Birth: …………………....…… 

Name of medicine: ………………………………………….  Prescribed by: ……………..………….. 

Dosage required: …………….………………..…….… Time/when to be given:  ..…………………. 

Expiry date: ………………………………………………..…… 

Storage requirements: ………………………………………………………………………………………….. 

Are there any side effects we should expect?  
 

 

Instructions on how and when to administer: 

 

.................................................................................................................................... 

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

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

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

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

I have read and understood the Administration of Medicines and I give my permission 

for the staff to administer the medicine as described on this form. 

 

Signed by parent/carer ____________________________________ 

 

Print Name: ________________________ Date: ___________________________ 

 

Emergency contact number 1: _______________________________ 

Emergency contact number 2: _______________________________ 


