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	School Policy

Administration of Medicines


Buckinghamshire County Council Health and Safety Handbook for Schools

 Section 8.5 Managing Medicines in Schools and Early Years Settings

Issue 2 September 2008


At The Downley School we understand and appreciate that pupils may need medicines administered to them during the school day.

Children with medical needs have the same rights of admission to a school as other children.

Children may have either or both short term or long term conditions. Some will only require medication in an emergency.

Parents have the prime responsibility for their child’s health. It is their responsibility to provide school with information about their child’s medical needs.

Any medicines no longer required will be returned to the parent/carer for safe disposal.

Medicine must only be administered by staff who are designated for this role.  School is required to provide training for staff who administer medication.
The ‘5 Rights’ should be followed at all times to ensure correct administration:
Right person

Right time

Right route

Right dose 

Right medicine

Any adult who is prepared to administer medicines should sign a consent form. 
Medication should never be given before 12pm unless specifically requested by parents.
Prescribed Medicines

Medicines must be provided in the original container, labelled with the prescriber’s instructions. (Form 3A must be completed, see Appendix).
Where possible, medicines should be prescribed so that the child does not need to take it in school hours.

During periods of high pollen count, children who have been prescribed antihistamines should take their medication before school.

Controlled Drugs

These are drugs which, if they are taken by people for whom they are not prescribed, can be addictive.

School will keep them in a locked container and will keep a record of quantities (running total). See Policy on Drugs Misuse.

Non-prescription Medicines
Paracetamol or Calpol may be administered. Non pain relief medication (e.g. antihistamine, eye drops) may also be administered.  (Form 3B must be completed). 

School will not administer, to a child under 16, aspirin or ibuprofen based pain relief unless prescribed by a doctor. 

Cough sweets and lip salve are not allowed in school, due to the possibility of other children getting hold of these things and the danger of herpes. 
Long-term Medical Needs

Children with long term medical needs will need a Health care Plan, agreed by the pupil, parent/carer, class teacher and drug administrator.

The plan will have regard for

· Details of condition

· Special requirements e.g. dietary needs

· Side effects of any medicine

· What constitutes an emergency

· What to do (and not do) in an emergency

· Who to contact in an emergency

· The role staff can play

· Participation in physical activities

The Health Care Plan must be reviewed annually (as a minimum) or when medication is changed.

Administration of Medicines

No child under 16 will be given any medicine without their parent’s written consent.
Parents/carers are asked to come into school to administer prescribed medicines to their child.

If parents/carers are unable to administer their child’s prescribed medicine they may request that a designated person, from the school, administer the medicine on their behalf. If this should be the case the following procedure(s) must take place:
1. Parent/carer must complete fully the “Parental agreement for The Downley School to administer medicine” Form 3A (prescribed) or Form 3B (non prescribed) kept in reception – see Appendix
2. Parent/carer must hand the completed form and medicine, in its original container, to a designated person for administration of medicines who must check the form has been completed and that the medicine is named clearly, with the dosage stated on the container, and be within the expiry date.

3. The designated person must put the request form into the medical folder (kept in the medical room).
4. The designated person must put the medication into the refrigerator (or locked cupboard – see Controlled Drugs)

5. Before administering medication , a witness must be present. The designated person must immediately enter the child’s name into the medical folder as soon as medication has been administered and both adults must sign the Record of Administered Medicines. 

· The child to receive the medicine is asked to report to the medical room at the appropriate time. If the child does not report at the correct time, it is the responsibility of the duty first aider to send for the child.

· At the beginning of each duty session, staff are requested to check the medical folder to inform themselves of the children needing medicine that day.

· A child cannot be forced to take their medication. If it is refused then parents/carers must be informed immediately.

· If there is any doubt about the medication or dosage then the medication should not be administered.

· Confirmation should be sought from the child’s parent/contact.
· It is the responsibility of the parent/carer to collect the medicine at the end of the day. The child WILL NOT be given the medicine to carry home.

Educational Visits

· The One Day Visit Form (see Appendix) must be filled in for every child for each one day visit 

· The Residential Visit Form (see Appendix) must be filled in for every child for each residential visit 

· Pain relief medication will be administered on a residential trip if parental consent has been previously obtained (Form 3D must be completed – See Appendix)
· Non-prescribed medication such as travel sickness pills will be administered if parental consent has been previously obtained (Form 3D must be completed)

It is unlikely that the need to administer medicine will impact on a trip but the child’s condition may mean that it would be prudent to take extra help (this may mean the parent needs to accompany the child on the trip)

Care plans and medicines must be taken on the trip with the child.

An emergency plan, regarding children needing medication, must be in place before leaving school.

Transport

Drivers and escorts will be made aware of children on medication and the emergency plan, should it be needed.

Asthmatics

Staff will be made aware of these children. Consideration will be given to those who need medication before exercise.

Inhalers

In Reception classes and KS1, inhalers are the responsibility of the class teacher, who will keep them in a clearly labelled container in an easily accessible part of the class room.  LSA’s and Midday Supervisors will be made aware of their positioning. The class teacher must always take inhalers to all physical education lessons. Whenever an inhaler is required, the usage is recorded. Every classteacher has a book in which to do this. 

In KS2, inhalers are the responsibility of the child who will be encouraged to carry it at all possible times (Form 3A must be completed).
An inspection of inhalers will be carried out termly, but it is the responsibility of parents/carers to ensure they are within their expiry date.

Anaphylaxis

Anaphylaxis is an acute, severe reaction requiring immediate attention.

Parents/carers of pupils who suffer anaphylaxis must inform the school immediately and ensure medication is provided.

Epipens

Epipens are kept in the child’s classroom in an iced thermal bag. Epipens are kept in the same place in each classroom – walk in cupboard on a provided hook.

The child’s health care plan is displayed clearly in the classroom and also in the medical room.  All members of staff are to undertake annual training to administer an Epipen.

The expiry date of Epipens is logged and reminders issued before the expiry date, but it is the parents’ responsibility to ensure that Epipens are in date. Epipens do not have a very long shelf life. It is not recommended that we use an out of date Epipen as they deteriorate quickly.
At lunchtimes children MUST take their Epipens with them if having lunch at The Downley Diner. They should keep it on their person and may give it the MDS on duty to look after while playing. The child must then take responsibility for returning it to the classroom after lunchtime and the teacher must hang it back on the designated hook. 

Emergency Evacuation
Emergency medication will be evacuated in an emergency situation if possible – ie, if it is safe for a teacher or LSA to access medication (inhalers, Epipens) from the classroom. 
FORM 1 - Contacting Emergency Services

	Request for an Ambulance 

	

	Dial 999, ask for ambulance and be ready with the following information

	1.
Your telephone number

	2.
Give your location as follows: (insert school/setting address)

	3.
State that the postcode is 

	4.
Give exact location in the school/setting (insert brief description)

	5.
Give your name

	6.
Give name of child and a brief description of child’s symptoms

	7.
Inform Ambulance Control of the best entrance and state that the crew will be met and taken to


Speak clearly and slowly and be ready to repeat information if asked

Put a completed copy of this form by the telephone
FORM 2 - Healthcare Plan


	Name of School/Setting
	     

	Child’s name
	     

	Group/Class/Form
	     

	Date of Birth
	     

	Child’s Address
	     

	Medical Diagnosis or Condition
	     

	Date
	     

	Review date
	     


CONTACT INFORMATION

	Family contact 1
	Family contact 2

	Name  
	     
	Name
	     

	Phone No. (work)
	     
	Phone No. (work)
	     

	(home)
	     
	                (home)              
	     

	(mobile)
	     
	(mobile)
	     

	Clinic/Hospital contact
	GP

	Name
	     
	Name
	     

	Phone No.
	     
	Phone No.
	     

	Describe medical needs and give details of child’s  symptoms:      

	

	

	Daily care requirements: (e.g. before sport/at lunchtime)      

	

	

	Describe what constitutes an emergency for the child, and the action to take if this occurs:      

	

	

	

	Follow up care:      

	

	

	

	Who is responsible in an Emergency:  (State if different for off-site activities)

	     

	

	

	Form copied to:      

	

	Signature of Parent: …………………………………….  Date: ……………..



	Signature of Headteacher:……………………………… Date: ……………..




FORM 3A  Parental agreement for school/setting to administer medicine

The school/setting will not give your child medicine unless you complete and sign this form, and the school or setting has a policy that staff can administer medicine

	Name of School/Setting
	     

	Name of Child: 
	     

	Date of Birth:
	     

	Group/Class/Form: 
	     

	Medical condition/illness:
	     


Medicine

	Name/Type of Medicine (as described on the container):
	     

	Date dispensed:
	     

	Expiry date:
	     

	Agreed review date to be initiated by [name of member of staff]:
	     

	Dosage and method:
	     

	Timing:
	     

	Special Precautions:
	     

	Are there any side effects that the school/setting needs to know about?
	     

	Self Administration:
	Yes/No (delete as appropriate)

	Procedures to take in an Emergency:
	     


Contact Details

	Name:

	     

	Daytime Telephone No:
	     

	Relationship to Child:
	     

	Address:  
	     

	
	     


I understand that I must deliver the medicine personally to [agreed member of staff] and accept that this is a service that the school/setting is not obliged to undertake.

I understand that I must notify the school/setting of any changes in writing.

	Date:
	     

	Signature(s):
	

	
	

	Relationship to child:
	


FORM 3B 

Parental agreement for school/setting to administer medicine   

The school/setting will not give your child medicine unless you complete and sign this form, and the school or setting has a policy that staff can administer medicine. 

	Name of School/Setting 
	     

	Date
	     

	Child’s Name
	     

	Group/Class/Form
	     

	Name and strength of medicine
	     

	Expiry date 
	     

	How much to give (i.e. dose to be given)
	     

	When to be given
	     

	Any other instructions
	     

	Number of tablets/quantity to be given to school/setting
	     

	Note: Medicines must be the original container as dispensed by the pharmacy

	Daytime phone no. of parent or adult contact
	     

	Name and phone no. of GP
	     

	Agreed review date to be initiated by [name of member of staff]: 
	     



The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to school/setting staff administering medicine in accordance with the school/setting policy. I will inform the school/setting immediately, in writing, if there is any change in dosage or frequency of the medication or if the medicine is stopped.

	Parent’s signature:
	
	  Print Name:
	     


If more than one medicine is to be given a separate form should be completed for each one.

FORM 3C 

Parental agreement for school to administer occasional non- prescription paracetamol or Calpol (that is provided by the school)

e.g. during the normal school day for secondary school pupils or on school visits/journeys (all pupils)

The school will not give your child medicine unless you complete and sign this form, and the school has a policy that staff can administer medicine. 

	Name of School/Setting 
	     

	Date
	     

	Child’s Name
	     

	Group/Class/Form
	     

	Name and strength of medicine*
	     

	How much to give 

Child 1 - 5 years
120 - 250mg 

Child 6 – 12 years
250 – 500mg

Child 12 – 18 years
500mg



	     

	When to be given
	Every 4-6 hours

	Any other instructions
	Maximum 4 doses in 24 hours

	Daytime phone no. of parent or adult contact
	     

	Name and phone no. of GP
	     

	Agreed review date to be initiated by [name of member of staff]: 
	     



*Calpol Paediatric is 120mg/5ml dose

Calpol 6 plus is 250mg/5ml dose

Paracetamol tablets are usually 500mg per tablet/capsule

I confirm that I have administered paracetamol/Calpol (circle as appropriate) without adverse effect to my child in the past.  

I give consent to school staff to administer paracetamol/Calpol (circle as appropriate) in accordance with the school policy.  I will inform the school immediately, in writing, if my child subsequently is adversely affected by paracetamol/Calpol (circle as appropriate).

	Parent’s signature:
	
	  Print Name:
	     


FORM 3D 

Parental agreement for school to administer occasional non-prescription medicine for school journeys or residential trips, e.g. travel sickness tablets, antihistamines.

The school will not give your child medicine unless you complete and sign this form, and the school has a policy that staff can administer medicine. 

	Name of School/Setting 
	     

	Date
	     

	Child’s Name
	     

	Group/Class/Form
	     

	Name and strength of medicine
	     

	Expiry date 
	     

	How much to give ( i.e. dose )
	     

	When to be given
	     

	Any other instructions
	     

	Number of tablets/quantity to be given to school/setting
	     

	Note: Medicines must be in the original container, which must contain the Patient Information Leaflet

	Daytime phone no. of parent or adult contact
	     

	Name and phone no. of GP
	     

	Agreed review date to be initiated by [name of member of staff]: 
	     



I confirm that I have administered this non-prescription medication, without adverse effect, to my child in the past.  

The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to school staff administering medicine in accordance with the school policy.  

I will inform the school immediately, in writing, if my child subsequently is adversely affected by the above medication

	Parent’s signature:
	
	  Print Name:
	     


If more than one medicine is to be given a separate form should be comp
FORM 4 

Confirmation of the Head’s agreement to administer medicine

	Name of School/Setting 
	     


It is agreed that                                                                  [name of child] will receive                                        [quantity and name of medicine] every day at                                     [time medicine to be administered e.g. Lunchtime or afternoon break]. 

                                           [name of child] will be given/supervised whilst he/she takes their medication by                          [name of member of staff].  

This arrangement will continue until                                                           [either end date of course of medicine or until instructed by parents].

	Date:   
	     

	Signed: 
	


	[The Head teacher/Head of Setting/Named Member of Staff]


FORM 5

Record of medicine administered to an individual child   

	Name of School/Setting
	     

	Name of Child
	     

	Date medicine provided by parent
	     

	Group/class/ form
	     

	Quantity received
	     

	Name and strength of medicine
	     

	Expiry date
	     

	Quantity returned
	     

	Dose and frequency of medicine
	     

	Staff signature
	

	Parent signature
	

	Date
	     
	
	     
	
	     

	Time Given
	     
	
	     
	
	     

	Dose Given
	     
	
	     
	
	     

	Name of member of staff
	     
	
	     
	
	     

	Staff initials
	     
	
	     
	
	     

	Date
	     
	
	     
	
	     

	Time Given
	     
	
	     
	
	     

	Dose Given
	     
	
	     
	
	     

	Name of member of staff
	     
	
	     
	
	     

	Staff initials
	     
	
	     
	
	     



	Date
	     
	
	     
	
	     

	Time Given
	     
	
	     
	
	     

	Dose Given
	     
	
	     
	
	     

	Name of member of staff
	     
	
	     
	
	     

	Staff initials
	     
	
	     
	
	     


	Date
	     
	
	     
	
	     

	Time Given
	     
	
	     
	
	     

	Dose Given
	     
	
	     
	
	     

	Name of member of staff
	     
	
	     
	
	     

	Staff initials
	     
	
	     
	
	     


	Date
	     
	
	     
	
	     

	Time Given
	     
	
	     
	
	     

	Dose Given
	     
	
	     
	
	     

	Name of member of staff
	     
	
	     
	
	     

	Staff initials
	     
	
	     
	
	     


FORM 6 - Record of medicines administered to all children

	Name of school/setting
	     


Date                     Child’s name             Time
             Name of 
            Batch 
    Dose given
        Any reactions
Signature
Print name




                                      medicine
            Number
of staff

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	  
  
  
	     

	     
	     
	     
	     
	     
	
	     

	 FORMTEXT 

  


	

	
	
	
	
	
	
	


FORM 7

Request for child to carry his/her medicine

THIS FORM MUST BE COMPLETED BY PARENTS/GUARDIAN

If staff have any concerns discuss request with school healthcare professionals 

	Name of School/Setting:
	     

	Child’s Name:
	     

	Group/Class/Form:
	     

	Address:
	     

	
	     

	Name of Medicine:
	     

	Procedures to be taken in an emergency:
	     


Contact Information

	Name:
	     

	Daytime Phone No:
	     

	Relationship to child:
	     


I would like my son/daughter to keep his/her medicine on him/her for use as necessary.

	Signed:
	
	Date:
	     


If more than one medicine is to be given a separate form should be completed for each one.

FORM 8 

Staff training record - administration of medicines

	Name of School/Setting:
	     

	Name:
	     

	Type of training received:
	     

	Date of training completed:
	     

	Training provided by:
	     

	Profession and title:
	     


I confirm that                                                               [name of member of staff] has received the training detailed above and is competent to carry out any necessary treatment. I recommend that the training is updated (please state how often) 

	Trainer’s signature:
	

	Date:
	     


I confirm that I have received the training detailed above.

	Staff signature:
	

	Date:
	     

	Suggested Review Date:
	     


ONE DAY VISIT 
PARENTAL CONSENT FORM 

School/Group: 
The Downley School
Pupil’s name: ………………………………….. Date of birth …………………...

Visit to:...................................................... Date:
........................................

1.
I agree to .................................... (name) taking part in this visit and have read the information sheet.  I agree to .............................’s participation in the activities described.   I acknowledge the need for ................................ to behave responsibly.

2.
Medical information about your child

a) Any conditions requiring medical treatment, including prescribed 

medication?






YES/NO

IF YES, PLEASE MAKE SURE MEDICATION FORM 3A HAS BEEN COMPLETED

 (please request from School Office if required)

b) Any conditions that may require non-prescribed medicines eg travel 

sickness pills?






YES/NO 

IF YES, PLEASE MAKE SURE MEDICATION FORM 3D HAS BEEN COMPLETED (please request from School Office if required)

Please note, we cannot administer medication such as Calpol or Piriton unless they have been prescribed by a doctor.  If you feel your child needs this medication please make sure they take it before they leave home.

c) Is your son/daughter allergic to any medication?


YES/NO

If yes – please specify

..................................................................................................................................
d) Please specify any special dietary requirements of your child 

..................................................................................................................................
e) To the best of your knowledge, has your son/daughter been in contact with any contagious or infectious diseases or suffered from anything in the last four weeks that may be contagious or infectious?


YES/NO

If yes – please specify

..................................................................................................................................
f) When was the last time your child received a tetanus injection?

..................................................................................................................

Declaration 
I agree to my son/daughter receiving medication as instructed and any urgent 
dental, medical or surgical treatment, including anaesthetic or blood transfusion, as considered necessary by the medical authorities present.  I understand the extent and limitations of the insurance cover provided.

I will inform the Group Leader/Head Teacher as soon as possible of any changes in the medical or other circumstances between now and the commencement of the journey.


Signed:…………………………………………….Date: ………………………………


Full name (capitals): 
………………………………………………………………………………………………


Contact telephone numbers:


I may be contacted by telephoning the following numbers:


Work: ..................................................Home:…………………………………..


Mobile: …………………………………………………………………………………


Home address: ………………………………………………………………………….


………..…………………………………………………………………………………


If I am not available at above, please contact:


Name:………………………………………….Tel:……………………………………


Address: …………………………………………………………………………


…………..……………………………………………………………………………


Name and address of family doctor:


Name: ……………………………………….Tel: ……………………………..


Address: ……………………………………………………………………………….


…………………………………………………………………………….................

THIS FORM OR A COPY MUST BE TAKEN BY THE GROUP LEADER ON THE VISIT.  A COPY SHOULD BE RETAINED BY THE SCHOOL CONTACT

RESIDENTIAL VISIT 
PARENTAL CONSENT FORM 

School/Group: 
The Downley School
Pupil’s name: ………………………………….. Date of birth …………………...

Visit to:..............................................................Date:........................................
1.
I agree to .................................... (name) taking part in this visit and have read the information sheet.  I agree to .............................’s participation in the activities described.   I acknowledge the need for ................................ to behave responsibly.

2.
Medical information about your child

a) Any conditions requiring medical treatment, including prescribed 

medication?






YES/NO

IF YES, PLEASE MAKE SURE MEDICATION FORM 3A HAS BEEN COMPLETED

 (please request from School Office if required)

b) Any conditions that may require non-prescribed medicines eg travel 

sickness pills?






YES/NO 

IF YES, PLEASE MAKE SURE MEDICATION FORM 3D HAS BEEN COMPLETED (please request from School Office if required)

c) Is your son/daughter allergic to any medication?


YES/NO

If yes – please specify

..................................................................................................................................
d) Please specify any special dietary requirements of your child 

..................................................................................................................................
e) To the best of your knowledge, has your son/daughter been in contact with any contagious or infectious diseases or suffered from anything in the last four weeks that may be contagious or infectious?


YES/NO

If yes – please specify

..................................................................................................................................
f) When was the last time your child received a tetanus injection?

..................................................................................................................
In the event of my child needing paracetamol based pain relief, I give permission for Calpol to be administered according to dosage stated on the medication.  

* Please delete as appropriate

* I give permission for my child to receive Calpol medication if necessary

* I DO NOT give permission for my child to receive Calpol medication if necessary

Signature of parent/carer_________________________________


Declaration 
I agree to my son/daughter receiving medication as instructed and any urgent 
dental, medical or surgical treatment, including anaesthetic or blood transfusion, as considered necessary by the medical authorities present.  I understand the extent and limitations of the insurance cover provided.

I will inform the Group Leader/Head Teacher as soon as possible of any changes in the medical or other circumstances between now and the commencement of the journey.


Signed:…………………………………………….Date: ………………………………


Full name (capitals): ………………………………………………………………………………………………


Contact telephone numbers:


I may be contacted by telephoning the following numbers:


Work: ..................................................Home:…………………………………..


Mobile: …………………………………………………………………………………


Home address: ………………………………………………………………………….


………..…………………………………………………………………………………


If I am not available at above, please contact:


Name:………………………………………….Tel:……………………………………


Address: …………………………………………………………………………


…………..……………………………………………………………………………


Name and address of family doctor:


Name: ……………………………………….Tel: ……………………………..


Address: ……………………………………………………………………………….


…………………………………………………………………………….................

THIS FORM OR A COPY MUST BE TAKEN BY THE GROUP LEADER ON THE VISIT.  A COPY SHOULD BE RETAINED BY THE SCHOOL CONTACT
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