
 

Request for support at school of a student’s health condition  

 

Request for administering  

prescribed medication 
and/or other support at 
school  

You have indicated  that your chi ld has a health condit ion which may require support at 
school or when involved in school act ivi t ies, for example, a school excursion . While the 
main role of  the school is to provide educat ion,  we want to work with you to keep your 
chi ld healthy and safe at school.  

Please complete the form, on the basis of  information provided by your medical 
pract it ioner .  (You may wish to discuss the information required with the medical 
pract it ioner.) The form includes sect ions where you can request the administrat ion of 
prescribed medication and/or other assistance.  

Please advise the pr incipal at any t ime if  there are changes in the information about your 
chi ld’s health care needs . .  

 

 

 
 
This request form includes 4 sections:  

1. Student details  
2. Request for administering prescr ibed medication  
3. Request for other support  
4. Parent and emergency contact detai ls  

Please remember to  s ign and date the form on page 5 befor e return ing  i t  to  the school .  

 

1. Student details  

First name: ________________________         Last name: ________________________ 

Date of  Birth: _______________________ 

Enrolled at this school     □    Yes       □   No     Class if  currently enrol led:____________ 

Current school if  not enrol led:  

_________________________________________________________________________ 

Health/medical  condit ion: 

____________________________________________________ _____________________ 

____________________________________________ _____________________________  

 

Could your child experience an emergency reaction in  relat ion to this condit ion?      

Yes  □             No  □   



 

Doctor ’s name/medical centre:______________________________________________ 

Doctor ’s address: ___________________________________________ _____________ 

Doctor ’s phone number:  ____________________________  

 

Please provide the name, address  and phone number of any other doctor or  medical 
specialist who may currently be treating your chi ld . 

 

Allergy/medical 
condition 

Doctor’s 
name 

Address Phone No.  
 

 
 

   

 
 

   

I f  your  ch i ld  has a documented p lan  to  suppor t  any heal th  or  medica l  needs f rom a  prev ious school  or  
organisat ion (eg p reschool ,  occas ional  care,  e tc )  p lease prov ide i t  to  the  school  as an at tachment  to  th is  
form.  

 

2. Request for administering prescribed medication to the student  

Note: i f  your chi ld  is  to take more than one prescr ibed med icat ion,  p lease attach a separate  
request  for  each medicat ion .  

 
Name of  prescribed medication: _____________________________________________   

Prescr ibed for (name of  medical condit ion): ___________________________________  

Prescr ibed dosage: _______________________________________________________  

What are you requesting the school to do : _____________________________________  

________________________________________________________________________  

Expiry date of  the medication: _______________________________________________ 

Note:  i f  you  can ’t  prov ide th is  in format ion now we wi l l  need to  know the expi ry  date when the medicat ion is  
given to  the school .  

Special storage requirements if  any eg in refr igerator:  ___________________________  

Special instruct ions for administer ing the prescribed medicat ion/s eg must be taken with 

food or with a glass of  water:  

__________________________________ ______________________________________ 

_____________________________________________ ___________________________  

Through information you have obtained from your doctor or got yourself ,  are you aware of  
any l ikely side effects f rom the prescribed medication?  
 

Yes   □               No   □     

 
 If  Yes, Please provide more information:  
___________________________________________ _____________________________ 
 

_____________________________________________ ___________________________  
 
I f  your chi ld administers his or her own medication at home, do you request  
that he or she self  administers this medication at school?  
 

Yes     □           No   □   
Note:  the  Pr inc ipa l  needs to  approve a dec is ion for  a  s tudent  to  se l f  admin is ter .  



 

I f  yes, p lease describe what support your chi ld needs to administer the medicat ion in a 
non emergency situation at school. You may l ike to include information abou t how you 
support your child at  home to administer their medicat ion.   

____________________________________________________________ _____________

________________________________________________________________________ _

________________________________________ ____________________________ 

Secure delivery of  prescribed medicat ion is important for the safety of  your chi ld as wel l  
as for the safety of  other students in the school.  

Please name the person who wil l carry the medication to school:  

____________________________________________________________________ ____ 

_____________________________________________ ___________________________  

Note:  i f  you  are  unable to  de l iver  the  medicat ion to  school ,  i t  is  adv isable that  you nominate  a  
respons ib le  person,  who is  not  a  s chool  s ta f f  member,  to  t ransport  the  medicat ion to  the school .  

 
For some medications and some students it  can be appropr iate for them to carry their 
own medicat ion to and at school. For example, asthma rel iever medicat ion and 
pancreatic enzymes for cyst ic f ibrosis. I f  your child is to carry their own medicat ion we 
want to be able to support this and request some information so that we are well  
informed. 
 
Note:  The school  may s t i l l  need you to  prov ide the school  wi th  an addi t ional  supply  of  the medicat ion fo r  
s torage in  centra l  locat ion/s  wi th in  the  school  and for  use i f  your  ch i ld  needs the schools  he lp.  

 

Would you l ike the principal to consider a request for your chi ld to carry their 
medication? 

Yes   □  No   □  

Note:  The  Pr inc ipa l  needs to  approve a dec is ion  for  a  s tudent  to  car ry  the i r  own medicat ion  at  school .  

 
I f  yes, please descr ibe where and how your child wi l l  carry this medication, for example, 
my chi ld wi l l  carry it  on their person in a medical p ouch or bum bag. 

_____________________________________________________________________________________  

_______________________________________________________________________________________

___________________________________________________________________________________  

 
Note:  Your ch i ld ’s  medicat ion should be c le ar ly  label led wi th  the i r  name.  

 

3. Request for other support  

Please provide detai ls of  any other health care support needs of  your chi ld whi le they are 
at school and involved in school act ivit ies.  

________________________________________________________________________  

________________________________________________________________________  

________________________________________________________________________  

________________________________________________________________________  

________________________________________________________________________  



 

4. Parent contact details 

Name: ___________________________________________________________________  

Relat ionship to chi ld: _______________________________________________________  

Address:__________________________________________________________________  

Home phone: _________________________ Work phone: _________________________  

Mobile phone: _______________________  

Email:  __________________________________________ 

Parent or carer signature: _____________________________ Date: _________________  

 

 

 
 

Privacy Notice  

The information requested on the form is essential for assisting the school to plan for the support of 
your child’s health needs. It will be used by the NSW Department of Education and Communities for 
the development of arrangements with you to support your child’s health needs. Provision of this 
information is voluntary. If you do not provide all or any of this information, the school’s capacity to 
support your child’s health needs could be impaired. This information will be stored securely. You may 
correct any personal information provided at any time by contacting the Principal. 


