
ISSUING MEDICINE TO CHILDREN DURING SCHOOL TIME 

 

NAME _____________________________________________________ CLASS_________________ 

 

MEDICAL CONDITION ____________________________________________________________________ 

 

NAME OF MEDICATION __________________________________________________________________ 

 

DOSAGE REQUIRED ______________________________________________________________________ 

 

 

MONDAY 

 

TUESDAY 

 

WEDNESDAY 

 

THURSDAY 

 

FRIDAY 

 

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

 

    

 

SIGNED _____________________________________________ (Parent/ Carer) DATE _____________ 


