
 

 

Student name: 
 

DOB: Class: 

MedicAlert Number (if relevant):  
 

  

 

Medication name Dosage Time of day Instructions Dates 

 
 
 

    
Start date:______________ 

End  date:______________ 

Tick for ongoing  
 

Special medication storage?_______________________________________________________________________ 

Prescribing doctor?______________________________________________________________________________ 

As parent/legal guardian of _________________________________________ I authorise a nominated 

representative of Caulfield Junior College to administer the above described medication to my child at the stated 

time of the day. 

Parent/legal guardian name________________________________ Mobile number___________________________ 

Signature_______________________________________________ Date ___________________________________ 

 

Medication Log 

Date Time Medication Dosage Representative Comment 

 
 

 
 

 
 

   

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 

Medication Authority Form 
For a student who requires medication whilst at school 

 Please note:  Where possible, medication should be scheduled outside the school hours, for example, medication required three times 

daily is generally manageable from home. 


