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EDUCATION and SOCIAL CARE
	Record of Medication Administered in School


	1.
	PUPIL DETAILS

	Pupil's Name : …………………………….……
	Date of Birth : ……………….……...

	School : ………………………………………………………………………………………

	Class : ……………………………………………

	

	2.
	DETAILS OF MEDICINE

	
	
	

	Medicine


	Form (tablet, syrup)
	Dose



	
	
	.............to be taken

.............times a day

at

..............am

..............pm




(If pharmacy label is not immediately available, school nurse may be asked to transcribe the information onto the form)

	Any other instructions




Copy to School Health Service, Spynie Hospital, Elgin

	Date
	Pupil’s name


	Time
	Name of Medication
	Dose Given
	Any Reactions
	Signature of Staff
	Print Name
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