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Life in all its fullness 

head@stratford-sub-castle.wilts.sch.uk 

admin@stratford-sub-castle.wilts.sch.uk 

www.stratford-sub-castle.wilts.sch.uk 

 

 

Salisbury 
Wilts 

SP1 3LL 

Stratford – Sub – Castle Church of England VC Primary School 

Headteacher: Mrs Kay Bridson B.A (Hons) PGCE 

01722 327 227 
01722 327 227 

MEDICATION AUTHORISATION FORM 

 

mailto:admin@stratford-sub-castle.wilts.sch.uk


 


