St. Peter’s Church of England (Aided) Junior School
‘Learning and Living - Life in all its Fullness’
Individual Healthcare Plan


	1
	PERSONAL INFORMATION

	Name:
	
	D.O.B:
	

	
	
	Class:
	

	Address:
	


	Postcode:
	

	

	2
	FAMILY CONTACT INFORMATION

	Name:
	
	Name:
	

	Relationship:
	
	Relationship:
	

	Tel: Mobile
	
	Tel: Mobile
	

	Tel: Home
	
	Tel: Home
	

	Tel: Work
	
	Tel: Work
	

	Email:
	
	Email
	

	

	3
	OTHER RELEVENT CONTACTS

	GENERAL PRACTITIONER
	OTHER HEALTHCARE PROFESSIONALS

	Name:
	
	Name:
	
	

	Surgery:
	
	Job Title:
	
	

	Address:
	
	Address:
	
	

	Telephone:
	
	Telephone:
	
	

	Email:
	
	Email:
	
	


 

	4
	MEDICAL HISTORY

	

	Allergies:
	

	

	5
	CURRENT MEDICAL CONDITIONS AND HEATHCARE NEEDS

	

	

	6
	MEDICATION

	DRUG
	CONDITION
	DOSE
	TIME
	HOW IS IT ADMINISTERED?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Medication will be stored:
	

	

	Does treatment of the medical condition affect behaviour or concentration?
	

	Are there any side effects of the medication?
	

	Is there any other ongoing treatment not being administered in school? 
Any side effects?
	

	

	7
	ROUTINE ASSISTANCE/MONITORING REQUIRED IN SCHOOL

	What assistance/monitoring
is required?
	

	When and where does it need to be done?
	

	Is there any equipment required?
	

	How is it done and who will do it?
	

	Is there a target?

If so what is the target?
	

	


	8
	CARE AND ASSISTANTANCE REQUIRED DURING THE SCHOOL DAY

	TIME/ACTIVITY
	CARE/ASSISTANCE REQUIRED
	WHO FROM?

	
	
	

	
	
	

	
	
	

	
	
	

	


	
	

	9
	EMERGENCY SITUATIONS

	What is considered an emergency situation?
	

	What are the symptoms?
	

	What are the triggers? 
If any?
	

	What action MUST 
be taken?
	

	

	10
	SCHOOL ENVIRONMENT

	How might the school environment affect the child’s medical condition?
	

	What changes can the school make to deal
with these issues?
	

	Location/storage of any medication/personal equipment
	

	

	11
	EDUCATIONAL, SOCIAL & EMOTIONAL NEEDS

	How does the child’s medical condition effect learning?
i.e. memory, processing speed, coordination etc.
	

	Is the child likely to need time off school because of their medical needs?
	

	Does the child require any additional help in lessons? 
If so what?
	

	Is there a situation where 
the child will need to leave the classroom?
	

	Do they require rest periods?
	

	Will they need a ‘buddy’ to help carry bags/equipment to and from the class?
	

	12
	PHYSICAL ACTIVITY

	Are there any physical restrictions caused by the medical conditions?
	

	Is any extra care needed for physical activity?
	

	What actions are required to prepare for exercise?
	

	What actions are required during exercise?
	

	What actions are required after exercise?
	

	

	13
	TRIPS AND ACTIVITIES AWAY FROM SCHOOL

	What care needs to take place?
	

	When does it need to take place?
	

	If needed, is there somewhere for care to take place?
	

	Who is responsible for any medication or equipment?
	

	Who will take overall responsibility for the child during the trip/visit?
	

	

	14
	STAFF TRAINING

	What training is required?
	

	Who needs to be trained? And how will they be trained?
	

	Has the training been completed? 
Names and dates:
	

	
	

	15
	ANY ADDITIONAL INFORMATION

	

	

	16
	SIGNATURES

	
	NAME
	SIGNATURE
	DATE

	Student
	
	
	

	Parent/Carer
	
	
	

	Other Health Care Professional
	
	
	

	School Representative
	
	
	

	Other
	
	
	

	

	17
	HEALTHCARE PLAN REVIEW DATES

	
	START
	NEXT REVIEW DATE
	NEXT REVIEW DATE
	NEXT REVIEW DATE
	NEXT REVIEW DATE
	NEXT REVIEW DATE

	Date:
	
	
	
	
	
	

	Name and Signature(s)
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