
PARENT/CARER PRN (AS REQUIRED) MEDICATION PROTOCOL


 Please complete ALL sections of this form otherwise medication may not be administered.

	
Name of Student
	
…………………………………………………

	  
  Class
	
  …………………………………………………

	
Date of Birth
	
…………………………………………………

	
Medication to be given
	
…………………………………………………


	
Dose
	
…………………………………………………


	
Reason for medication
	
…………………………………………………

…………………………………………………

	  
  Is this medication prescribed?
	
  ………………………………………………..

	
Dosage Instructions e.g.
Give 1 if……………. 
Give 2 if…………….
	
…………………………………………………

…………………………………………………

	
How often can the dose be repeated?
	
…………………………………………………


	
Maximum dose in 24 hours
	
…………………………………………………

	
Additional information e.g. before/after food
	
…………………………………………………

…………………………………………………
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How is the decision reached about when to give…….
	
…………………………………………………

…………………………………………………

	
Actions to take prior to administration
	
…………………………………………………

…………………………………………………

	
Expected Results
	
…………………………………………………

…………………………………………………

	
Circumstances for reporting to GP or returning to a pharmacist (Please tick)
	· Persistent need for maximum dosage
· Requests too often
· Side effects experienced
· Other (please state)

	
Parent/Carer Signature
	
…………………………………………………

	
Date
	
…………………………………………………

	
Review date
	
…………………………………………………
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