Non-Emergency Long Term Medication Permission Form V2023.1


· This form is for medications that are required to be administered over a period of time due to prolonged medical conditions such as ADHD medication.   

· The form will remain current for one month.
· A new form should be completed each month.
· A letter completed by a medical practitioner which is no older than 12mths should accompany this form.

DETAILS MUST MATCH THE INFORMATION PROVIDED BY THE MEDICAL PRACTIONER
	Child’s Full Name:
	Name of medication to be administered:

	Commencement date for permission:
	Expiry of this form (end of calendar month):

	Is there a current letter/document from a Medical Practitioner no older than 12mths?  Y / N      
	Date of document:

	Name of Medical Practitioner:  
	Medical Centre Contact Details:

	Name of Medical Centre or Hospital:   
	Reason for medication:  

	Prescribed Dose to be Administered (as per prescription/letter)
	Time to be Administered:

	Method of Administration:  
	Medication to remain at service?            YES/NO

	Month for Authorisation:
	


A PHARMACY/DOCTOR LABEL MUST BE AFFIXED TO THE MEDICATION
***************************************************************************

PARENT/GUARDIAN OR AUTHORISED PERSON:    I give permission for an educator to administer the named medication as per the instructions on the prescription or letter provided by the medical practitioner.  I understand that I must complete the last dose section of this document on every occasion that my child attends the service.  I will inform the service of any changes to the prescription or medication times.
Parent/Guardian Full Name:  ________________________________    Signature:  __________________________________
Date:  _____________

Nominated Supervisor:  ________________________________    Signature:  __________________________________
Date:  _____________

THIS PAGE MUST REMAIN ATTACHED TO ALL DOSAGE RECORDS FOR THE APPLICABLE MONTH 
	Month:  
	Child Full Name:
	Dosage:
	Method:
	Name of Medication:

	Date
	Date of Last Dose
	Time of Last Dose
	Full Name of Person Providing Last Dose Information
	Name of Medication
	Expiry Date
	Dose Given at Service
	Method Used
	Time Given
	Educator Administering Full Name
	Educator Signature
	Witness Full Name
	Witness Signature
	Parent Signature upon collection

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


First 4 columns to be completed upon arrival at service by family or provided by school or guardian via email as agreed
NON-EMERGENCY LONG TERM MEDICATION PERMISSION FORM
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