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EASTWOOD HEIGHTS PUBLIC SCHOOL

MEDICATION PERMISSION NOTE
STUDENT’S NAME: _________________________________ CLASS: _____
Doctor
: _________________________________________________________________________________
Address: ________________________________________________________________________________
Phone: __________________________________________________________________________________
I give permission for the school staff to administer _______________________________________________ for our child ___________________________________________    Class ____________________________ 
DAILY DOSAGE AT SCHOOL: ___________________________________________________________
TIME OF ADMINISTRATION: ___________________________________________________________
Signed: ______________________________________________   Date: _______________________
                                          Parent/ Carer

Wednesday, October 24, 2018

