Karemore Medication Form

	Child’s Name:
__________________________________

	Member of staff:
 __________________________________

	Date Commencing:
__________________________________


	Until:
__________________________________


	Name of Medicine:


	To be taken (times and amounts):


	Comments:


	Signature of report maker:
__________________________________

	Signature of Officer in Charge:
__________________________________

	Signature of parent:

__________________________________

	Date:
__________________________________




