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Medical Care Plan


Student Details

Name of Student:					D.O.B:

Address: 


Class/Form: 						Date:

Contact 1

Name:						Relationship:

Contact Number:

Contact 2

Name:						Relationship:

Contact Number:

GP Surgery & Telephone number:

Hospital/Clinic & Telephone number (if applicable):




Any Allergies :		Yes			No
If yes please give details: 



Any Medical Conditions:	Yes			No
If yes please give brief details: 




The information provided is, to the best of my knowledge, accurate at the time of writing and I give consent to 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 is stopped. 

Parent/Guardian signature:

Print Name:

Date:

School signature:

Print Name:

Date:






























Please fill in relevant section:

Section 1 for short term medication only
Section 2 for any Medical Conditions
Section 3 for Asthmatics only

Section 1 

Please complete this section if the student requires short term medication.
Medicines must be in the original container as dispensed by the pharmacy with students name on. We cannot accept any lose medication and cannot administer any medication without a completed consent form.

Name of medication: 

Date prescribed:

Expiry Date:

Quantity given to school:

Required Dosage :

Frequency of Dose:

Any Special Precautions:

To be returned to parent or destroyed?:

Are there any side effects that the school/setting needs to know about?

Self Administration:         Yes                     No 















Section 2
Please complete this section if the student has any medical conditions. 

Medical Condition:



Common Signs or triggers of condition:



Common behaviours relating to condition:



Immediate response from school in the event of an emergency:



Further action to take if immediate response is ineffective:



Is the student on any longer term medication for this condition?
Yes		No






If yes, please give details of medication:

Name of medication: 

Daily Dosage taken at home:

Frequency of Dosage taken at home:

Are there any side effects that the school needs to know about?


Any other details school need to know about medical condition?:



Does medication need to be taken in school time?  Yes            No

If yes, 
Quantity given to school:

Required Dosage:

Frequency of Dose:

Any Special Precautions:

To be returned to parent or destroyed?:
































Section 3
Please complete this section if the student has Asthma. 
Name of inhaler:


Dosage requires:


Frequency of Dose:


Immediate response from school in the event of an asthma attack:



Further action to take if immediate response is ineffective:


I confirm my child has a diagnosis of asthma and has a working, in-date inhaler, clearly labelled with their name on. I give consent for my child to carry their own asthma medication to take when needed. In the event they do not have it with them, I give consent for them to use the emergency haler, which is kept in school, should they show signs and symptoms of an asthma attack.

Parent/Guardian signature:

Print Name:

Date:
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