
ST COLUMBA’S PRIMARY SCHOOL, KILREA 
 

 
 

PERMISSION TO ADMINISTER MEDICINE  
                               TO AN INDIVIDUAL CHILD 
 
 

Name of child 

 

 

Date  

Medication 

 

 

Dosage 

 

 

Time   

To be given by (child’s 
teacher) 
 

 

Signed – Parent 

 

 

Signed – Teacher 

 

 

 


