
Please ensure that all medications are handed directly to a staff member at either parent drop off, 
the school office or the bus chaperone.  For safety reasons, medications should never be placed in a 
child’s bag. 

SUNBURY AND MACEDON RANGES SPECIALIST SCHOOL 
2026 

MEDICATION PERMISSION FORM 
 
 
Student Name ............................................................................................  
 
Daily Medication                    As Required Medication   
 
Medical Condition     ............................................................................ 
 
Symptoms to alert staff that medication is required………………… 
 
................................................................................................................... 
 
Name of Medication: ……………………………………………………       Please use a separate sheet                                         
                                                                                                                                         for each medication 
Dosage (Amount)………………………………………………………………..………………………… 
 
Frequency medication can be administered …………………….…..…………………………… 
 
In the event of an emergency the following individuals are to be contacted 
 
Emergency Contact Nos. 
 
Contact 1       ............................................................. 
 
Contact 2       ............................................................. 
 
Doctor             ............................................................. 
 
Daily Medication: 
 
I have provided the school with the medication which has a pharmacy label including the child’s 
name and dose required.  
                                                                       

OR (please tick) 
                                                                                                                                                                                          
I have provided the medication in a dosette box labelled with the student’s name, along with 
written instructions from a Medical Practitioner or Pharmacist.  I agree to refill the dosette box 
each weekend and ensure it is returned to the school via bus chaperone or school office at the 
beginning of each week. 
 
 
As Required Medication:  
I have provided the medication to the school with a pharmacy label which includes the child’s 
name and dose required. I agree that staff will contact myself prior to administration of this 
medication. 
                                                                                                                                                                                            
 
 
Parent/Guardian Signature……………………………………….. Date…………………………………. 
 

 
 
 
 

Photo 


	Parent/Guardian Signature……………………………………….. Date………………………………….

