[image: ]#Appendix 5: Individual Healthcare Plan Template

Brownsover Community Primary Individual Healthcare Plan

	Child’s Name:

	Insert Photo of child









	Date of Birth:

	

	Class:

	

	Medical Condition:



	

	
	Plan Date:


	
	Review Date:

(12 months or earlier if evidence is presented that child’s needs have changed)



_________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _Hlk215055157]Contact Information


	Family Contact 1
	Family Contact 2

	Name:

	Name:

	Mobile Number: 

	Mobile Number:

	Home Number:

	Home Number:

	Relationship to Child

	Relationship to child



	Clinic/Hospital Contact
	G.P Practice

	Name:

	Name:

	Telephone:
	Telephone




_________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical Information

	Describe condition and give details of child’s individual symptoms:


















	Any Specialised training that staff would require in order to meet the child’s daily needs:









	Any Daily care requirements (eg before activity play/at lunchtime):






	Details of staff trained in Healthcare Procedures:






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






	Follow up care:






	Who is responsible in an emergency (state if different on off-site activities):






	Any additional information:






	Form Copied to (must include parents):
	Tick

	SENDCo
	

	Staff working with Child
	

	Parent/Carers
	

	School Office for Pupil File
	

	
	

	
	



Parental Acknowledgement				Headteacher Confirmation

I understand that I must deliver any medicine personally to the office.	I agree that School/Bridges can carry out this Long Term
I understand that I must notify School/Bridges of any changes in Writing 	Health Care Plan
I understand that I am responsible for ensuring sufficient and		
in date medication is available. 					The arrangement will continue until (date): ______________
Signature:							Signature:
Date:								Date:
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