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Healthcare Plan



Daily Healthcare Requirements, Emergency Treatment & Personal Care Needs 







Child’s Name	_____________________________________	DOB __________________





Address  ______________________________________________________________________





______________________________________________________________________________ 





Home telephone number _______________________________		





Emergency Contact Numbers





Name _________________________Home __________________ Work _______________





Mobile ________________________





Name ________________________  Home  __________________ Work ______________





Mobile ________________________








GP name & address______________________________________________________________


Telephone No ___________________________		


Clinic/Hospital Contact _________________________________________


Telephone No  ___________________________








Medical Conditions:


____________________________________	_____________________________________________





____________________________________	_____________________________________________





____________________________________	_____________________________________________





____________________________________	_____________________________________________





____________________________________	_____________________________________________








Advanced Care Plan	YES/NO











Describe your child’s daily healthcare needs:


___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





What are the symptoms of an emergency?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





What action should be taken if this occurs?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Describe your  child’s Personal Care needs:


______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Medication(s)





Name of Medication				Dose		Time(s) given		Home / School


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________


______________________________	_________	_________________		________________			


























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














This form is to be reviewed on an annual basis or sooner if your child’s healthcare needs change.





IT IS THE PARENTS / CARERS RESPONSIBILITY TO INFORM THE SCHOOL OF ANY CHANGES.








Signed_______________________________	Parent / Carer








Date	_______________________________








Signed ______________________________	Headteacher / Deputy Headtecher








Date	_______________________________


…..ned...l Informationhool                                                                          tainer and box)


ase of an em





Signed_______________________________	School Nurse








Date	_______________________________








…..ned...l Informationhool                                                                          tainer and box)


ase of an em





Additional Information:





________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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