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[bookmark: _Toc386700751]Individual Healthcare Plan 2023-2024
Please complete with information about medical needs that the school should be aware of, including any which may require medical treatment/medication in school. 
	Child’s name
	

	[bookmark: Text8]Class
	

	Date of birth
	
	
	
	

	Child’s address
	

	Medical diagnosis or condition
	

	[bookmark: Text23]Date
	
	
	
	

	[bookmark: Text24]School Review date
	September 2024

	
Family Contact Information
	

	Name
	

	Phone no. (work)
	

	Phone no. (home)
	

	Phone no. (mobile)
	

	Name
	

	Relationship to child
	

	Phone no. (work)
	

	Phone no. (home)
	

	Phone no. (mobile)
	

	
Clinic/Hospital Contact
	

	[bookmark: Text15]Name
	

	Phone no.
	

	
G.P.
	

	Name
	

	Phone no.
	




	Who is responsible for providing support in school
	First-aid trained staff or Administration of Medication trained staff





Describe medical needs and give details of child’s symptoms, triggers, signs, treatments, facilities, equipment or devices, environmental issues etc

	






	Name of medication to be delivered in school

	

	Dose
	

	Frequency
	

	Are you aware of any known side-effects or contra-indications?
	




	Can they self-administer or do they need staff support to administer
(A trained member of staff will always be with your child when during administration of administration) 
	Self-administer/Support required
(delete as appropriate) 



After treatment, does your child require any support for their educational, social and emotional needs

	





[bookmark: _GoBack]In the event of my child displaying symptoms of asthma, and if their inhaler is not available or   is unusable, I consent for my child to receive salbutamol (Salamol CFC-Free 100 micrograms) from an emergency inhaler and spacer held by the school for such emergencies. 
 (If your child is asthmatic, please answer “yes” or “no”, if your child is not asthmatic, please answer “not applicable”) 

	
Yes  /  No  /  Not applicable    (Please delete as appropriate)



						

Other relevant information linked to your child’s medical needs

	




In relation to your child’s medical condition/s, please describe what constitutes an emergency, and the action to take if this occurs

	






Who is responsible in an emergency (state if different for off-site activities)

	First Aid trained staff 





	Parent name
	

	Parent signature
	


	Date
	




	Received by (staff name)
	

	Date: 
	

	Checked by (staff name) 
	

	Copy provided to class file on (date):
	

	Staff signature:
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