WHARNCLIFFE SIDE SCHOOL

HEALTH CARE PLAN FOR A PUPIL WITH 
TEMPORARY MEDICAL NEEDS 
DATE: ………………..
CHILD’S NAME:  ………………………………………………………………………………….....................

DATE OF BIRTH: ………………………………………   CLASS: .………………   MALE/ FEMALE
CONDITION;. …………………………………………………………………………………………………….

Describe condition, give details of child’s individual symptoms and daily care requirements:  …………

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

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

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

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

Describe what constitutes as an emergency for the child named above, and the action to take if this occurs:

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

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

CONTACT INFORMATION (list order of  priority first)
Name:…………………………………………………………………….  Relationship to child: ………………………..

Address: ……………………………………………………………………………………………………………………..

Daytime telephone no’s: …………………………………………………………………………………………………...

Name ……………………………………………….……………………  Relationship to child: …..…………………...

Address: ……………………………………………………………………………………………………………………..

Daytime telephone no’s: …………………………………………………………………………………………………...

HOSPITAL/CLINIC CONTACT:  ………………………………………………………………………………………….

Daytime telephone no’s: …………………………………………………………………………………………………...

G.P.: ………………………………………………………………………………………………………………………….

Daytime telephone no’s:  …………………………………………………………………………………………………..

PARENT/CARER FILLING IN FORM: ……………………………………..   DATE:  ………………………

REVIEW DATE:  …………………………………………..
PLEASE WRITE ON THE REVERSE IF NECESSARY. 
IS MEDICATION REQUIRED WHILST AT SCHOOL    YES  /  NO
MEDICATION DETAILS IF NEEDED TO BE ADMINISTERED WHILST AT SCHOOL.
The school will not give your child medicine unless you complete and sign this form, and the Headteacher has agreed that school staff can administer the below named medication.

Name/Type of Medication:  ………………………………………………………………………………….
……………………………………………………………………………………………………………………
(As described on container)

Dosage and method: ………………………………………………………….………  Time:  ……..………

Can the over named self administer   YES/NO
Special precautions:  …………………………………………………………………………………………….

Side effects if any:  ………………………………………………………………………………………………

I understand that I must deliver the medicine personally to (agreed member of staff) and accept that this is a service which the school is not obliged to take.

Signed: ……………………………………………………..……………………………..… Parent/Carer
 Print Name: ……………………………….………. …………………………………………………..………  
PLEASE USE THE SPACE BELOW IF YOU NEED TO INCLUDE ANY MORE DETAILS.
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