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St Joseph’s School

Hopetoun

MEDICATION PERMISSION
Name of student………………………………………………………………………………………………………

Name of Medication…………………………………………………………………………………………………

Reason for Medication………………………………………………………………………………………………

(Specific) Special Requirements…………………………………………………………………………………………….

Duration of Treatment…………………………………………………………………………………………………

Any Untoward Effect………………………………………………………………………………………………………..

FAMILY DOCTOR…………………………………………………..PHONE……………………………………

PARENT / GUARDIAN – EMERGENCY CONTACT PHONE…………………………………………………………

DOSAGE……………………………………………………………………………………………………

TIME / S TO BE ADMINISTERED………………………………………………………………………………………..





……………………………………………………………………………………………..

** Please ensure that correct dosages are supplied, and presented to the school in appropriate dosage containers.

Signature ……………………………………………..

Date……………………………………………………


































