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Medication Consent Record
	Childs Name:
	

	DOB:
	
	


	Please ensure that all details recorded match EXACTLY those shown on the medication’s printed label. 

Action for Children staff WILL NOT be able to administer any medication where details on the printed label differ from the instructions given below unless the change is supported by a letter from your GP.
You may need to ask your pharmacist to provide extra labels for individual packets of medication. 



Please detail all medication that your child requires during Sessions
	Medication Name
	Strength
	Prescribed Dose
	Time /s

to be administered
	Route 

for administering
	Condition for which this medication has been prescribed 
	Parental consent for child to

self -administer

Tick box if yes

and complete separate consent form.

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Failure to complete the form correctly will result in staff being unable to accept responsibility for the medication and its subsequent administration. 
This could result in these actions being taken:

· The parent/carer being required to withdraw their child/young person from that particular day’s activities

· The parent/carer accepting that the child/young person WILL NOT receive medication within the session until the form is completed correctly

Please detail all other medication that your child is prescribed       (do not include those already listed above)
	Medication Name
	Strength
	Prescribed Dose
	Time /s

to be administered
	Route 

for administering
	Condition for which this medication has been prescribed 

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


       I confirm that this information is correct, and I consent to trained Action for children staff administering this prescribed and non-
       prescribed medication to my child/young person while in their care.

	Parent’s Name
	

	Parent’s signature:
	
	 Date:
	


Medication Consent Record
Agreements.
· I agree to supply my child/young person’s medication to the Bucks Activity Project for each visit.

· I accept responsibility that all medication I supply will be correct, in date, and in its original pharmacy container that it was dispensed in, The medication will be in the original container and will have the original prescription label attached that clearly  states the following:

· Name of my child/young person
· Name of the medication and its strength

· Quantity in volume supplied

· Dosage

· Frequency that the drug should be given

· Directions for the administration

· Dispensed and expiry date

· Storage information where relevant, i.e. fridge

· Telephone contact number of the dispensing pharmacy/doctor/hospital

· I agree that the medication will be supplied in the correct packaging and that the contents will be original to that packaging therefore batch numbers and use by dates will match.

· I fully understand that staff at the service are unable to deviate from the instructions on the prescription label without the written consent from the prescribing doctor.

· I agree that if any changes from the prescription label are necessary, I will get these changes in writing from the prescribing doctor for the Bucks Activity Project.

· I agree to sign all required medication in and out of the service on every occasion that my child/ young person attends.
· I agree that if my child is no longer required to take a previously prescribed medication, I will provide written evidence of this from a doctor if requested. 
· If my child requires a non-prescription medication (over the counter / homely remedy) I agree that staff can contact and provide information regarding the medication and my child to a pharmacy for advice regarding administering this. I will supply this medication in its original container with the manufacturer’s instruction guidelines leaflet, and with my child’s name clearly written on the medication packaging. I also agree that I will provide precise written instructions on the reason for administering, the dosage, and when to give the medication. 
· I will provide a record of any other medication that my child/young person is currently taking and I agree keep this information up to date.
· I am aware that if the tags / seals on Buccal Midazolam medication are not intact then staff are unable to accept them into the service.

· Should an emergency arise while the child is in our care staff will call an ambulance.

	Parent’s Name
	

	Parent’s signature:
	
	 Date:
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