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BUCKINGHAMSHIRE COUNTY COUNCIL 
Education Department 

Highworth Combined School & Nursery 
HIGHWORTH CLOSE HIGH WYCOMBE BUCKS. HP13 7PH 
Tel. (01494) 525534  
Fax (01494) 536681 
Email   office@highworth.bucks.sch.uk 
______________________________________________________________________________ 

Headteacher:  Mrs C. Pankhania    
 
 
         Date: ............................. 
 
 
 
Name of child: ...............................................................................     Class: .......... 
 
 
Name of medicine and time and amount to be given: ............................................................ 
 
.................................................................................................................................................. 
 
Reason medicine prescribed.................................................................................................... 
 
.................................................................................................................................................. 
 
.................................................................................................................................................. 
 
.................................................................................................................................................. 
 
.................................................................................................................................................. 
 
 
I give permission for a First Aider to administer the above. 
 
 
 
Signed: ...................................................................................................... Parent/Guardian 
 
 


