PO Box 28 082, Beckenham,

Christchurch 8242

. BOSCO gf)Zcf:i':cf)ﬁ)z@gmail.com

BeCkenham OUT Of sChool Ca WWW-bOSC0.0rg.n.z

MEDICATION CONSENT FORM

This part to be completed by the parent/caregiver:

Childs Name:

Name of medication to be given:

Dose required:

Any administering instructions or other things we should know:

Date to be administered from: to:
Signed (parent/caregiver): Date:
Date Time Name of Dosage Signature of | Signature of | Signature of
medicine Supervisor staff parent
administering | member
medicine present




