
 

 
 

 
 

GREYTHORN PRIMARY SCHOOL 
 

PERMISSION TO ADMINISTER MEDICATION 
 
 
 

I ………………………………………(Parent/Guardian’s Name) request and give  
 
permission for the following medication……………………………………….to  
 
be administered to my son/daughter…………………………………...full name) 

 
in Grade………….. 
 
Dates to be administered…………………………………………………………… 
 
Time……………………………………... 
 
Dosage………………………………….. 
 
Illness……………………………………. 
 
Parent/Guardian Signature………………………………..Date………………. 
 

 

 

 

 

 

 

 
Greythorn Primary School   A.B.N. 62 523 916 948    Reading Avenue, North Balwyn, 3104 

Telephone: 03 9857 9762  Facsimile: 03 9857 8175  Email: greythorn.ps@edumail.vic.gov.au 
Website: http://www.greythornps.vic.edu.au 
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