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Rationale:
When administration of medicine is necessary for a child during the school day the following procedure will be used:

Prescribed medicines will only be administered after parents of the pupil concerned have written to the Board of Management/Principal requesting the Board to authorise a member of the teaching staff to do so. Parents will be sent (a) a letter of indemnity and (b) an Administration of Medicines Form requesting the following information:

· Child’s full name, address and date of birth
· Emergency contact names and addresses
· Name and contact number of child’s doctor
· Diagnosed condition
· Prescription details: name/dosage, time of medication
· Any other action required
· Signatures of parents/guardians

Parents are responsible for provision of medication and should keep account to ensure that medication is available and within expiry date.

· Medication should be sent to Class Teacher and will normally be kept in the Medical Cabinet located in the Staffroom 
· Medication will normally be administered from the principal’s office 
· Where there are changes in dosage or time of administration, parent/guardian or other person designated by parent/guardian should write a letter requesting these changes 
· Request for administration should be renewed at the beginning of each school year, by completion of Indemnity Form and Information on Medical Condition Form (See Appendices) 
· A record of administration will be kept in the pupil’s notebook. 


Reviewed and ratified by Holy Family N.S. on 9th October 2018
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Child’s Name:__________________________________________________________

Address: _______________________________________________________________

Date of Birth: ___________________________________________________________


Emergency Contacts: 

1) Name: ________________________           Phone: ___________________________

2) Name: ________________________           Phone: ___________________________

3) Name: ________________________           Phone: ___________________________ 

4) Name: ________________________           Phone: ___________________________


Child’s Doctor: __________________________ Phone: _________________________ 


Description of Medical Condition: 

________________________________________________________________________
 
Prescription Details: 

_______________________________________________________________________ 

Is the child to be responsible for taking the prescription him/herself? 

________________________________________________________________________

Any other action required: 

______________________________________________________________________









Letter of Indemnity

· I/We request that the Board of Management authorise the taking of Prescription Medicine during the school day as it is absolutely necessary for the continued well being of my/our child. 
· I/We understand that the school has limited facilities for the safe storage of prescription medicines and that the prescribed amounts be brought in as required. In the event of certain specific medicines being stored the expiry date is the responsibility of the parents. 
· I/We understand that we must inform the school/Teacher of any changes of medicine/dose in writing and that we must inform the Teacher each year of the prescription/medical condition. 
· I/We acknowledge that the above facility provided by the School is on a purely voluntary basis and without any obligation whatsoever on the part of the School. 
· In consideration of the School facilitating me/us as stipulated in paragraph 1 above, I/we hereby indemnify The Board Of Management of Holy Family N.S. in respect of all losses, claims, demands, actions or proceedings whatsoever arising under any statute or common law in respect of personal injury or injury of any nature whatsoever arising out of or in the course of or caused directly or indirectly by the storage of the said medication by or at the School and /or application of the said medication to my/our child. 
· I/We understand that no school personnel have any medical training and we indemnify the Board from any liability that may arise from the administration of the medication. 


	Signed: 		_________________________________
                        		Parent/Guardian 
		
	Signed:	 	 __________________________________ 
		  		Parent/Guardian 


Date: __________________________________
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