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MAIDENHILL SCHOOL
Individual Health Care Plan

To be completed by Parent/Carer and where appropriate health 
care professionals

Date:

Name:


Tutor Group:

Date of birth:

Condition:
Student’s individual symptoms:

Daily care requirements: (e.g. before sport/lunchtimes)

What constitutes an emergency?  What action is necessary?

Follow-up care:

Add: Any other specific details/requests:

CONTACT INFORMATION

Family Contact 1

Name:

Relationship to student:
Home
Mobile

Work (no. and times)

Family Contact 2
Name:

Relationship to student:

Home

Mobile

Work (no. and times)

Student’s Responsibilities:-

· Inform staff of the condition at the beginning of the year and inform any cover teacher that takes a lesson throughout the year using the medic-alert card / note in planner issued by the school.

· Alert the teacher of any potential hazard e.g. rubber gloves (latex allergies), wasp/bees in room, specific chemicals in Science (asthma) , extreme cold (P.E)

· Follow the care requirements outlined in this IHCP, including the taking of medications.
· Come to reception at appropriate time to take any necessary medications.

Parent’s Responsibilities:-
· Ensure all medical details/emergency contact numbers are kept up-to-date at all times.

· Ensure medicines are in-date, labelled and in original pharmaceutical container, with instruction for administration, dosage and storage

· Ensure any stock of medication kept in school is replenished and kept “in-date”.

· Proper disposal of any medication that exceeds its “use-by” date or that is no longer needed

· Recognise that staff at school are not health professionals but will always make their best endeavours

· Review and sign completed risk assessments

· Ensure consideration has been given, and where necessary liaise with transport provider, to ensure safe transit between home and school

School’s commitment:-

· Copies of this IHCP to be kept in Reception, in the Links Centre, in P.E office and on student’s file.

· Supervise the taking of any medication outlined in this agreement.

· Respond as efficiently as possible to any emergency outlined in this agreement.

· Inform parent when emergency medication has been given or if medication has been refused.

Special Agreement:-

I hereby confirm that the details outlined on this form are accurate and I acknowledge my responsibilities outlined in both this IHCP and the School Policy on Supporting Students with Medical Needs. By signing this IHCP I give my permission for any listed medication to be administered by school staff.

Signed: ___________________________
    Date: _______________________

(student)

Signed: _________________________________________
    Date: _______________________

(person with parental responsibility)

Signed: _________________________________________
    Date: _______________________

(on behalf of Maidenhill School)
Date for Review:
Copies to Reception/LINKS/PE Office/Student Record

ADMINISTRATION OF MEDICATION

Pupil Medical Record in the Study Support Setting

	Data Protection Act. The information being collected on this form will only be used for the purposes of school administration under Department of Education and Skills guidelines. The data will not be disclosed without your written consent to any external sources other than in an emergency, or to the Local Education Authority.


Student’s Name:  

Date of Birth:  

Address: 

Class/Tutor Group:  

Diagnosis: 

Medication:

Name of drug: 

Form (e.g. tablet, liquid): 

Strength: 

Any known allergies:  

Quantity of medication given to school
How much to give (dose): 

Administration route: 

When to be given (frequency and time)
Start date and finish date: 

Any other instructions: 

Emergency contact phone number of parent/carer: 

The above information is, to the best of my knowledge, accurate at the time of writing and I give consent to the school staff to administer the medication in accordance with the School and LEA Guidance. I will inform the school in writing immediately if there is any change in dosage or frequency of the medicine. I also give consent for appropriate medical attention to be sought as required in an emergency. 

Parent/carer’s signature: …………………………….….   
Print Name: …………………………………………………….  
Date: …...................................................................................
School Coordinator’s Signature: ……………………….…………………………….  
