BEDFORDSHIRE EDUCATION SERVICE

WATLING LOWER SCHOOL

PART A


      Form of Indemnity

Name of Child ...............................................   Date of Birth................................................

I, ............................................................... the parent/guardian of the above named child hereby authorise the Headteacher of Watling Lower School or a member of staff nominated by him/ her to administer to the best of their ability medicine to my child in accordance with official instructions supplied therewith and in consideration thereof I hereby undertake to supply the necessary medicine and instructions to the Headteacher to use their best endeavours to administer the same and to indemnify and hold harmless the Headteacher, his/her staff and Bedfordshire County Council against any claim of any nature whatsoever arising from the administration of the medication.

This is an important legal document and you are advised to seek independent advice before signing.

Signed:...........................................Parent/Guardian

Witness signature ............................

Date:...............................................


Witness address.................................








..........................................................








Witness occupation ............................

This should be an unrelated adult person
Medicine (List name/s) ......................................................

Dosage:

...............................................................

When to be administered: ...............................................

PART B
SCHOOL MEDICINE RECORD

CHILD’S CLASS NAME ............................................................................

Any other Instructions

(include details for inhalers if any) .......................................................................................................




.................................................................................................................

Phone No. of Parent/Adult contact .........................................................................(for emergencies)

Medicine to be left at school (Tick appropriate Box)

Medicine to be taken home

each day e.g. antibiotics



School Daily Record:

	Date:
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Medical/Indemnity
