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Health Care Plan

………………………………………….

Name of Child
………………………………………
Date Health Care Plan Completed
Child’s Name



………………………………………………………...
Class         



………………………………………………………
Date of Birth



………………………………………………………...
Child’s Address


………………………………………………………...





………………………………………………………...
Diagnosis or Condition

………………………………………………………...
Date of Diagnosis


………………………………………………………
Review Date



………………………………………………………...
Doctor / Consultant name
            ………………………………………………………
GP Phone number


………………………………………………………...

Hospital / Clinic 


………………………………………………………...
Name of medication 

………………………………………………………...

Dosage to be given


………………………………………………………...

Emergency Contacts

Contact 1                                                    Contact 2

	Name


	
	Name
	

	Relationship to child
	
	Relationship to child
	

	Mobile number


	
	Mobile number
	

	Home number


	
	Home number
	

	Work number


	
	Work number
	


I understand that I must deliver the medicine personally to the school office and accept that this is a service that the school is not obliged to undertake.

I understand that I must advise the school of any changes in writing.

………………………………….        ………………………………   ……………………

Signed                                             Name                                     Date

………………………………….

Relationship to child.

Additional Information about medication and dosage:

When is medication given

………………………………………………………...

Medical needs and symptoms
………………………………………………………...

Daily care requirements

………………………………………………………...

Actions to be taken in emergency ………………………………………………………..

Follow up care


………………………………………………………...

Side Effects



………………………………………………………...

Self Administration


Yes / No (delete as appropriate)

Asthma
If your child is diagnosed with asthma we now have in school some blue inhalers and spacers to be used in an emergency only, if their own inhaler is not available.

Please sign to say you authorise the use of these if needed.

………………………………………………          …………………………………………

Signed                                                                Please print name

All medication must be in the original container as dispensed by the pharmacy.

The information given above is to the best of my knowledge, accurate at the time of writing and I give consent to the school staff administering medicine in accordance with the school policy.  I will inform the school immediately, in writing, if there is any change in dosage or frequency of the medication or if the medicine should be stopped.

………………………………….        ………………………………   ……………………

Signed                                             Name                                     Date

………………………………….

Relationship to child.

I authorise staff at St Michael’s School to take this Health Care Plan with your information on it, out of school with my child on a school trip, in case of a medical need.

………………………………………………………  ……………………………………..

Name of parent                                                     Signature of parent

……………………………….

Date of signing

Confirmation of Headteacher’s agreement for school to administer medicine.

It is agreed that ……………………………………………… (name of child) will 

receive ………………………………………………………………..(quantity and name 

of medication) at the times stated above.
………………………………………………………………….. (name of child) will be 

given / supervised whilst he / she takes their medication by a member of the school 

staff.

This arrangement will continue until further notice / or until …………………………...

……………………………………………..            Mrs F Quinlivan – Headteacher

Signed      

……………………………………………..

Date                       

