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Anaphylaxis  ________________________________________________________ 

Respiratory problems ________________________________________________________ 

• Asthma/Hay fever ________________________________________________________ 

Allergies ________________________________________________________ 

• Bites/stings ________________________________________________________ 

• Food allergies/intolerance ________________________________________________________ 

• Drug/Ointment allergies ________________________________________________________ 

Diabetes/Hypoglycaemia  p



https://www.qld.gov.au/health/conditions/immunisation/records/index.html
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FORM 6a – Administration of Medication at the College – International Students 

Student’s Full Name: 

Year Level: Date of Birth: 

Address: 

Medicare Number Card Expiry Date: 

Overseas Student 
Health Cover Provider Membership No. 

!.$"/$%0123%04$%5$.$6"70%8'9:%

☐ Asthma Reliever and Adrenaline Auto-Injectors (EpiPens):%;'<%=</0%"./'%>5'61?$%"%?'20'5@/%>."7A%17
B7#.1/4A%('5%04$%241.?@/%2"5$:%C0<?$70/%2"7%'7.D%4"6$%E/04="%F$.1$6$5%G$?12"01'7%"7?%B>1!$7/%1(%04$D%4"6$%"
?'20'5H/%>."7:

☐ Long-term Medication (prescribed for more than 30 days):%
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1. Medical condition(s) of the child requiring regular treatment:

2. Medication your child has (attached separate sheet if needed):
Asthma Reliever and Adrenaline Auto-Injectors (EpiPens) - Please attach the care plan provided by the 
Doctor 

Medication Name dosage Time/s of 
dosage 

Special Instructions Self-admin 
(Yes/No) 

Long-term Medication- Please attach the care plan provided by the Doctor 
Medication Name dosage Time/s of 

dosage 
Special Instructions Self-admin 

(Yes/No) 

MedicaKon administered as needed (such as paracetamol) 
Medication Name dosage Time/s of 

dosage 
Special Instructions Self-admin 

(Yes/No) 

Short-term MedicaKon 
Medication Name dosage Time/s of 

dosage 
Special Instructions Self-admin 

(Yes/No) 

3. Recommended restrictions on participation in school activities (e.g. sport, use of tools or machinery):

4. Recommended procedure in emergency/crisis situation:

5. Additional comments:
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• I understand it is my responsibility to provide the medication and equipment for its administration,

and to ensure its immediate replenishment after use, or when it requires replacement.
• I understand the medication label must be issued for this event period (i.e. date on packaging must

be relevant to request period)
• For asthma relievers & medication administered as needed, this form is valid up to December 31 of

the current year or until the date of expiry (whichever is sooner).
• I understand that the information provided may be discussed by the Principal/or delegate with other

members of College staff.
• I hereby give permission to the Principal/or delegate, at their discretion, to obtain relevant information

from the Prescribing Doctor.
• I authorise the school to provide to ambulance / hospital authorities or qualified medical

practitioner(s) information concerning any of the medications or conditions identified above.
• I accept and agree to observe the conditions imposed by the College and understand and

agree that it is my responsibility to inform the Principal of any changes involving the administration of the
medication.

• I understand the College staff administering the medication are not medical practitioners.

If the MEDICATION 
• is prescribed for more than 30 days (Long-Term MedicaFon); or
• is for asthma or anaphylaxis

this form MUST also be signed by your child’s doctor and a completed Care Plan attached 
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