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ADMINISTRATION OF MEDICATION POLICY 2025
Skerries Educate Together National School
*Including management of chronic conditions and emergency medication*

Date of Policy: December 2025  
Review Date: December 2028 
Ratified by Board of Management: 5th December 2025


1. INTRODUCTION & RATIONALE

This policy is formulated in accordance with guidelines from the Primary Schools' Managerial Bodies and the Irish National Teachers' Organisation (INTO).

Purpose:
· To clarify responsibilities for medication administration
· To provide clear, practical procedures for staff and parents
· To safeguard the health and safety of pupils
· To protect staff members who volunteer to assist with medication
· To meet Board of Management health and safety obligations


Key Principle:
No staff member can be required to administer medication. The Board of Management has a duty to safeguard pupil health and safety, but this does not impose a personal obligation on individual staff members to administer medication.



2. ROLES & RESPONSIBILITIES

2.1 Parents/Guardians Must:
· Inform the school in writing of any medical condition at enrolment or diagnosis
· Complete a Healthcare Plan with the class teacher (Appendix 1)
· Provide all necessary medication, clearly labelled with child's name and expiry date
· Ensure adequate supply of medication is always available
· Provide emergency contact numbers
· Give written consent for medication administration (Appendix 2)
· Update the school immediately of any changes to medication or dosage
· Confirm Healthcare Plan details in writing each September
· Arrange medication administration outside school hours where possible

2.2 Board of Management Will:
· Consider requests for medication administration on a case-by-case basis
· Authorize willing staff members to administer medication following proper procedures
· Ensure authorized staff receive appropriate instruction
· Inform school insurers of medication administration arrangements
· Ensure safe storage arrangements for medication
· Make arrangements for medication coverage during staff absences

2.3 Staff Members:
· Are not obliged to administer medication
· If willing to assist, must complete Consent Form (Appendix 3)
· Must follow strictly controlled guidelines outlined in this policy
· Must maintain written records of all medication administered (Appendix 4)
· Must exercise the standard of care of a reasonable and prudent parent
· Should contact parents if any questions or concerns arise

2.4 Class Teachers Will:
· Arrange initial meeting with parents to complete Healthcare Plan
· Review Healthcare Plan each September with parents
· Hand over Healthcare Plan to new class teacher at year end
· Ensure substitute teachers are informed of medical needs in their absence
Maintain a poly pocket on teacher's desk containing medical needs notices for all children in the class
· Upload all documentation to Aladdin; keep originals in pupil file



2.5 Assistant Principal 2 (AP2) Will:
Maintain a medical register and check it at the start of each academic year


3. TYPES OF MEDICATION

3.1 Prescribed Medication ONLY
· Only prescribed medication will be stored or administered in school
· Non-prescribed medicines (e.g., Calpol, paracetamol) will NOT be administered
· The Board reserves the right to request verification from the pupil's doctor

3.2 Self-Administration
· Encouraged where appropriate (e.g., inhalers for asthma)
· Must be supervised by a responsible adult when necessary
· Small quantities may be stored in classroom if required daily

3.3 Emergency Medication
· Must be readily accessible at all times
· Special storage and carrying arrangements apply (see Section 5)




4. PROCEDURES FOR REQUESTING MEDICATION ADMINISTRATION

Step 1: Initial Notification
· Parent writes to the Principal requesting authorization for staff to administer or supervise medication administration.

Step 2: Meeting & Healthcare Plan
· Parent completes Healthcare Plan form at home first, then meets with class teacher (or has follow-up phone call) to review and discuss
· Complete Healthcare Plan together (Appendix 1)
· Discuss procedures, storage, emergency protocols

Step 3: Documentation
Parent provides:
· Completed Healthcare Plan (Appendix 1)
· Medication Consent & Information Form (Appendix 2)
· Medication in original packaging, clearly labelled
· Doctor's letter if requested by Board

Step 4: Board Authorization
· Board reviews request
· Authorizes willing staff member
· Confirms insurance notification
· Issues staff consent form if required (Appendix 3)

Step 5: Annual Review
· Healthcare Plan reviewed each September
· Parent confirms details in writing
· Any changes documented immediately


5. EMERGENCY MEDICATION (EPIPENS, INHALERS, ETC.)

Storage & Access
· Primary emergency medication: In child's school bag daily, clearly labelled with name and expiry date
· Secondary emergency medication: In classroom first-aid bag (e.g., second EpiPen)
Instructions for medication must be hole-punched, laminated, and kept with the medical bag at all times
· First-aid bag travels with child to yard, library, hall, and all activities outside classroom
· Class teacher and/or SNA check all medication expiry dates termly

Staff Training
· All staff familiarize themselves with this policy annually
· Annual drill on anaphylaxis recognition, medication administration, and emergency protocols
· Teachers with at-risk pupils teach class about symptoms and EpiPen use (minimum once yearly)
Make all staff aware of children's medical needs, particularly those in neighbouring classrooms
· Allergy information included in Home-School letter at year start


6. EMERGENCY PROTOCOLS

6.1 Yard Emergency:
· Designated SNA/Teacher administers emergency medication
· Second staff member assists and stays with SNA
· Third staff member calls ambulance (999/112)
· Fourth staff member alerts office to contact parents and brings second EpiPen from classroom (RED ALERT card should be in the medication bag incase of other adult not being present) 
· Remaining staff assemble other pupils and return to class

6.2 Classroom Emergency (Teacher/SNA Present)
· Teacher/SNA administers emergency medication and calls ambulance
· Child brings RED ALERT card to office
· Office staff contacts parents and assists with other pupils
· If office unavailable, child goes to nearest classroom for help

6.3 Library/Hall/School Grounds
· Teacher/SNA brings emergency medication, RED ALERT card, and mobile phone
· Class teacher administers emergency medication if needed
· Teacher/SNA calls ambulance
· Child brings RED ALERT card to office for parent contact
· If office unavailable, seek help from nearest classroom

6.4 School Tours/External Activities
· All emergency medication travels with child
· Class teacher/SNA administers medication if needed
· Second staff member calls ambulance and assists
· Staff member accompanies child in ambulance if parent not present
· Class teacher notifies parents



7. MEDICATION ADMINISTRATION RECORDS

· Written record required for emergency medication administration only (Appendix 4)
· Must include: date, time, medication name, dosage, reason, parent notification, signatures
· Upload to child's Aladdin profile
· Two signatures required for each administration

8. LONG-TERM HEALTH CONDITIONS

· For pupils with chronic conditions (diabetes, epilepsy, severe allergies, etc.):
· Detailed Healthcare Plan essential
· Clear emergency procedures documented
· Regular review meetings with parents
· Staff training on specific condition where needed
· Clear outline of what should and should not be done in emergencies


9. INSURANCE & LIABILITY

· Board of Management informs school insurers of all medication administration arrangements
· School insurance covers staff administering medication when following approved procedures
· Parents consent to information sharing with school staff, insurers, GP, and emergency medical personnel
· Staff acting in good faith and following procedures are protected by school insurance


10. POLICY REVIEW

· This policy will be reviewed every three years or sooner if required by:
· Changes in legislation
· Changes in school circumstances
· Significant incidents requiring policy revision



Policy approved by Board of Management

[bookmark: _GoBack]Signed: David Carroll  
Chairperson, Board of Management

Date: 9th December 2025



APPENDICES
 

APPENDIX 1: HEALTHCARE PLAN

Name: _________________________________________
Date of Birth ___________________
Class:___________________
Date of Plan:___________________

Medical Condition(s)
_________________________________________________________________
_________________________________________________________________

Symptoms & Triggers
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Medication Detail

	Medication Name
	


	Dosage
	


	Frequency
	


	Method of Administration
	







Storage Requirement: (Please tick)

· Child's school bag
· Classroom first-aid bag  
· Other: _____________________


Self-Administration: (please circle)

Child CAN self-administer with supervision
Child CANNOT self-administer - staff assistance required
Emergency Procedure

When to administer emergency medication:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________

How to administer:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________


When to call ambulance (999/112):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________

DO NOT:(Important precautions)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________

Contact Information

GP Details:
Name: _______________________________ Phone: _________________

Parent/Guardian 1
Name: _______________________________ Mobile: ________________

Parent/Guardian 2
Name: _______________________________ Mobile: ________________



Additional Information/Notes:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________



Parent/Guardian Signature: _______________________  Date: _________

Teacher Signature: _______________________ Date: _________

Review Date: _________ (Must be reviewed annually each September)






























APPENDIX 2: MEDICATION ADMINISTRATION CONSENT & INFORMATION FORM

Child's Name:_________________________________ DOB: ___________

Class: _____________ Date:_____________

Medication Details

Name of Medication: ___________________________________________

Dosage: ______________________

Reason for Medication: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________


When Medication Should be Given:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________


How Medication Should be Stored: (Please tick)

- [ ] Child's school bag (clearly labelled)
- [ ] Classroom first-aid bag
- [ ] Other location: _____________________

Method of Administration:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Other Medication Child is Taking:

_________________________________________________________________

Self-Administration (Please circle)
My child:
CAN self-administer this medication with supervision
CANNOT self-administer - requires staff assistance

Parent/Guardian Consent

I request that staff members at Skerries Educate Together NS administer or supervise the administration of the medication detailed above to my child under the circumstances outlined.

I confirm that
· All information provided is accurate and complete
· I will provide adequate supplies of medication, clearly labelled
· I will inform the school immediately of any changes to medication or dosage
· I will provide updated information annually each September
· I will ensure medication is within expiry dates

I understand that:
· No staff member is obliged to administer medication
· Staff will exercise reasonable care when administering medication
· The school will maintain records of medication administration
· Information about my child's condition will be shared with relevant school staff
· In emergencies, information may be shared with medical personnel
· The school's insurers will be informed of these arrangements

I consent to the above information sharing.

Emergency Contact Details

1st Contact:_________________________ Mobile: __________________

2nd Contact: ________________________ Mobile: __________________

GP Name: __________________________ Phone: __________________


Parent/Guardian Signature: _______________________________________

Print Name: _______________________________________
Date:__ _______________________




For Office Use Only

Received by: ______________________ Date:__________________

Board Authorization: Approved [ ] Date: __________________

Insurance Notified: Yes [ ] Date: __________________

Staff Member Authorized: ________________________________________



































APPENDIX 3: STAFF CONSENT FORM

Date: _________________

To:_________________________________ (Staff Member Name

Re: Administration of Medication

Following a request from parents for assistance with medication administration, I am writing to ask if you are willing to administer or supervise the administration of medication to pupils as outlined in the school's Administration of Medication Policy.

This is entirely voluntary. No staff member can be required to administer medication.

If you agree, you will:
· Receive clear written instructions on medication administration
· Follow the procedures in the school's medication policy
· Maintain written records of all medication administered
· Be covered by the school's insurance when following approved procedures

Please indicate your willingness (or not) below and return this form.

Yours sincerely,

_________________________________  
Conor D'Arcy, Principal

Staff Member Response (Please tick)



I, _________________________________ (staff member name):

[ ] AM willing to administer/supervise medication administration as outlined in the school's policy

[ ] AM NOT willing to administer/supervise medication administration

Signature: ______________________________ Date: ______________





APPENDIX 4: MEDICATION ADMINISTRATION RECORD

This form must be completed each time medication is administered and uploaded to Aladdin

Child's Name: ______________________ Class:____________

Administration Details

Date: ________________ Time: _______________

Medication Name:__________________________________________

Dosage Given: ______________

Reason for Administration:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Method of Administration:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Administered by: ________________________ Signature: ______________

Witnessed by:___________________________ Signature:______________

Follow-Up:

Child's Response/Condition After Medication:
______________________________________________________________________________________________________________________________________________________


Parent/Guardian Contacted: (Please tick)
[ ] Yes - by _________________ at ________ (time)
[ ] No - reason: _______________________________________________

Additional Notes/Concerns:
______________________________________________________________________________________________________________________________________________________

Next Medication Due:____________ (if applicable)


Record uploaded to Aladdin: [ ] Yes Date: __________

Hard copy filed in pupil file: [ ] Yes
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