
Student Medication 
Authorisation Form

STUDENT NAME: DOB:  /   /

MEDICATION/S:

DOSAGE:

TIME/S TO BE 
GIVEN:

Every day this Term:  
Yes /   No

START DATE: 

END DATE:

/   / /  / Ongoing medication: 
Yes  / No

MEDICAL 
CONDITION:
(reason for medication)

I/We hereby give permission for the above medication to be administered as 
per my/our instructions above.

PARENT/GUARDIAN SIGNATURE:  …………………………………………………  
Date:         /      /

Any changes to this medication must be reported immediately and a new Student  
Medication Authorisation form completed.  
 
Please note that prescription medication and or “over the counter” medication may 
only be administered if in its original container AND clearly labelled with:

•	 Student name
•	 Dose
•	 Frequency
•	 Doctor’s details

 
Wherever possible, medication should be scheduled outside the school hours

MBC Staff to fill out this section:
Date Medication Dosage Time 

given Route Staff 
Sign


