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Request for support at school of a student’s health condition 

 

 

 
 
This request form includes 4 sect ions:  

1. Student detai ls (page 1) 
2. Request for administer ing medicat ion (page 2)  
3. Request for other support (page 4)  
4. Parent and emergency contact detai ls (page 5) 

Please remember to sign and date the form on page 5 before returning it  to 
the school.  

 

1. Student details  

First name:  . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . .  Last name:  . . . . . . . . . . . .. . . . . . . . . . . . . . .   

Date of  Bir th:  .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Enrol led at th is school       Yes        No    Class if  current ly enrol led:  . . . . . . . . . . .   

Current school i f  not enrol led:  .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Health/medical  condit ion:  

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

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

Could your ch ild experience an emergency react ion in relat ion to this 
condit ion? (please t ick) Yes No  

Doctor ’s name/medical centre: .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Doctor ’s address:  . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Doctor ’s phone number:  . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Please prov ide the name, address and phone number of  any other doctor or 
medical  spec ia list  who may current ly be treat ing your chi ld.  

Al lergy/medical  
cond it ion 

Doctor ’s name Address Te lephone 
 

 
 

   

 
 

   

I f  your chi ld has a documented plan to support any health or medical needs 
f rom a previous school or organisat ion (eg preschool,  occas ional care, etc) 
please provide i t  to the school as an attachment to this form. 
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2. Request for administering prescribed medication and 
non-prescribed medications to the student 

Note:  i f  your ch ild  is  to take more than one medicat ion,  p lease at tach a separate 
request  for  each medicat ion .  
 
Name of  medicat ion:  . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .   

Prescr ibed for (name of  medical condit ion): . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .   

Prescr ibed dosage: . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

What are you requesting the school to do? . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

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

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

Expiry date of the medication:  .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Note:  i f  you can ’t  provide this informat ion now we wi l l  need to know the exp iry  date 
when the medicat ion is g iven to  the school.  

Special storage requirements i f  any eg in  refr igerator:  . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .   

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

Special instruct ions for administering the prescr ibed medicat ion/s eg must  
be taken with food or with a g lass of  water:  

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

Through information you have obtained f rom your doctor or got yourself , 
are you aware of  any likely side ef fects f rom the prescr ibed medicat ion? 
 
Yes No If  Yes, Please provide more information: 
 

 . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   
 
I f  your chi ld administers his or her own medicat ion at home, do you request  
that he or she self  administers th is medicat ion at school? 
 

Yes                No   

Note:  the Principal  needs to  approve a  decis ion for  a student to sel f  admin ister .  

I f  yes,  please descr ibe what support your chi ld needs to administer the 
medicat ion in a non emergency situat ion at school.  You may l ike to include 
information about how you support  your chi ld at home to administer their  
medicat ion.  

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

 . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .  
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Secure del ivery of  medicat ion is important for the safety of  your child as well  
as for the safety of  other students in the school.  

Please name the person who wi ll carry the medication to school:  

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

Note:  i f  you are unable  to  de l iver  the medicat ion to school,  i t  is adv isab le  that you 
nominate a responsib le person, who is not  a  school sta ff  member,  to  transpor t the 
medicat ion to the school.  
 
For some medicat ions and some students it  can be appropriate for them to 
carry their own medicat ion to and at school.  For example,  asthma reliever 
medicat ion and pancreatic enzymes for cyst ic f ibrosis. I f  your chi ld is to 
carry their  own medicat ion we want to be able to support th is and request  
some information so that we are well  informed. 
Note:  The school  may st i l l  need you to  provide the school wi th an addi t ional  
supply of  the medicat ion for s torage in centra l locat ion/s w ith in the school and for  
use i f  your  chi ld needs the schools help .  
 

Would you l ike the principal to consider  a request  for your chi ld to carry 
their  medicat ion? 

Yes    No    

Note:  The Pr incipa l  needs to approve a decis ion for  a student  to  carry  the ir  own 
medicat ion at  school.  
 
I f  yes, p lease descr ibe where and how your chi ld wil l  carry this medicat ion,  
for example, my child wil l carry it  on their  person in a medical pouch or bum 
bag.  

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

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

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

Note:  Your ch i ld ’s med icat ion should  be c lear ly labe l led w ith  their  name..  
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3. Request for other support 
Please prov ide detai ls of  any other heal th care support needs of  your chi ld 
while they are at school and involved in school act ivit ies.  

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

 

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

 

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

 

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

 

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

 

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

 

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

 

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

 

 . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   
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4. Parent contact details 

 

Name: . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Relat ionship to chi ld: . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .   

Address: . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .   

Home phone: .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . .  Work phone: . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Mobi le phone: .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

Email:   . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .   

 

Parent  or carer signature: . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . .  Date:  . . . . . . . . .. . . . . . . . . . . . . .   

 

 

 Privacy notice  

The information requested on the form is essential for assisting the school to plan for the support of 
your child’s health needs. It will be used by the NSW Department of Education for the development of 
arrangements with you to support your child’s health needs. Provision of this information is voluntary. 
If you do not provide all or any of this information, the school’s capacity to support your child’s health 
needs could be impaired. This information will be stored securely. You may correct any personal 
information provided at any time by contacting the Principal. 


