Medication Chart 
Childs Name:
Please ensure that all details recorded EXACTLY match 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 for extra labels for individual packets.

Please detail all medication that your child requires during the day

	Drug Name                    
	Strength
	Dosage
	Time
	Route
	Self-

Administration
	Any specific information (known

side effects or special precautions) 
	Parent’s 

Signature

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


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 the 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 until the form is completed correctly
Signature of parent/main carer: ……………………………………………………………………….  Date: …………………………………

Administration of Medication Consent Form

I consent to the administration of prescribed and non-prescribed medication to my child …………………………………………………..

I agree to supply my child’s medication to the Bucks Activity Project for each visit.

I accept responsibility that all medication I supply will be correct and in its original pharmacy container that it was dispensed in, and the container has a prescription label that clearly states the following:

Name of my child

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 fully understand that staff at the project 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.

If my child requires a non-prescription medication (over the counter) I agree to supply this in its original container with the manufacturer’s instruction guidelines leaflet, with my child’s name clearly written on the medication without covering any details.  I also agree that I will provide precise written instructions on the reason, the dosage, the frequency, and when to give the medication and sign and date this so that it can then be filed on my child’s medication file at the project.

Child’s signature:







Date:

Parent’s signature:







Date:

Project Manager’s signature:





            Date:
