
 

 
 

 

 
 
 
 
 

 
 
Parent/guardian consent to administer creams/lotions 

 

Pupils Name 
 
 

D.O.B 

Gender 
 
 

Class 

  

Medical Condition 
 
 

Name of cream/lotion 
 
 

Dosage and method 

Timing 
 
 

Self administration 
  
Y/N 

Please keep the school informed of any changes to this consent. 
 
 
 
___________________________________________________________________                                                                                                           
Signature(s) Parent/Guardian                                                                                 
 
  
____________________________________________________________________ 
Print name 

 
Date __________________________ 

 
Daytime telephone Number 
 
 

 

 

This information will be kept securely with your child’s other records. If further information is needed 

we will contact you. Please do not hesitate to contact the school if there are any issues you wish to 

discuss. 


