
POM (prescription only medicine) Consent Register 
 

Student Name:  _________________________________________________________  Date of Birth: _____________________  

Address:  ________________________________________________________________________________________________________  

  ________________________________________________________________________________________________________  

Signature:  __________________________________________________________  Relationship to Student: ____________________  

GP:  __________________________________________________________  Allergies:  _____________________  

 ____________________________________________________________________________________________________________________   

 

Register of Medication Obtained 

Date Name of Person 
Who brought it in 

Name of Medication Amount 
Supplied 

Form 
Supplied 

Expiry Date Dosage Regime Received By 

        

        

        

        

 

Register of Medication Administered 

Date Medication Amount 
Given 

Amount  

Left 

Time Administered By Comments/Action/ 

Side Effects 
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