MEDICATION AUTHORISATION FORM
BHAE

Dear STEP International School,
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I authorize a designated staff member to administer the below medication.
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<HLTFFEFL TV A B3 Medication name >

< B FIEH] Time to be administered > £rH] Before lunch / £ After lunch

<$HJ71E Special Instructions >

<% DO Notes>
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Did you bring the medicine for one dosage?
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Did you write your child’s name on the container of the medicine?
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Did you write instructions on how to administer the medication?

Date Hf:

Student’s name ZEK4:

Signature of parent {RiEHE4:
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T applied the medicine to your child according to the information above.

H £} Date:

e Authorized staff member:




