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Hereford Cathedral Junior School

Request for administration of medication to pupil 
Pupil’s name………………………………………………Form……………….
Name of Medication…………………………………………………………..…

Dosage:……………………………………       Time of administration…………………….

Duration of course of medication:…………………………………………………………….
I give consent for a member of staff to administer the above medication to the above pupil whilst at school. 

Signed:…………………………….………….......…..     Date:…………………………….…
Name and relationship to child……………………………………………………………….

Daytime telephone number:…………………………………………………………………..

This form can be emailed to the School Nurses: Mrs Sarah Warner and Mrs Fran Jennings at HCJSNurse@herefordcs.com
