





















__________________________________________________________________________ ____________________________________
Name of student                                                                                      Class

 ___________________________________________________________
Name of person delivering the medication to school

__________________________________________________________________
Time/s of administration of medication 

_______________________________________________________________________________________
Name of Principal

_____________________________________________________________________________
Signature of Principal  Date



(SELF MEDICATION REQUEST)



     supported. The school will 

continue to work with you to support your child in managing the administration of this medication.)

      not supported, please contact the school.)

THAI

Letter to parents confi rming arrangements for 
administration of prescribed medication


