
Immanuel Lutheran School, Gawler 

Health Centre 

STUDENT MEDICATION REQUEST FORM 2018 
 

STUDENT NAME:   
   
STUDENT TEACHER:     
 
Parent Name:    Parent signature:  
 
The Parents accept responsibility for the accuracy of this information and for ensuring that supplies of 
officially labelled medication are available. 

 
 

Drug  
 

Start Date  

Dose  
 

End Date  

Frequency  
 

Doctor  

Reason for medication  
 

Special Instructions  
 
 

 
 
 

Date           

Time           

Given           

Signed           

 
 
 

Date           

Time           

Given           

Signed           

 
 


