Form 1

Bush Primary School

Healthcare Plan for a Pupil with Medical Needs

Name: ______________________________

Date of birth :________________________

Condition : ___________________________________________________

Class : _____________________

Date : _____________________     Review Date : ____________________

Contact Information

Contact 1






Contact 2

Name : _______________________

Name : ___________________

Phone No. (work) ________________

Phone N. (work) _____________

                (home) ________________

               (home) ____________

Relationship : ___________________

Relationship : _______________

G.P. Information

Name : ____________________________
Phone No. __________________

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

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Daily care requirements (e.g. before sport/lunchtime)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

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

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Follow up care:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who is responsible in an Emergency : (State if different on off-site activities)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Form copied to:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Form 2

Bush Primary School

Temporary Administration of Medication

Consent Form for Administering Medication in School

Name of Pupil: ______________________________________
Class: _______________________________________________
Teacher: ______________________________________________
I request permission for my son/daughter to be given the following medication during school hours by the class teacher or a designated member of staff.

Medication: __________________________________________________
Dosage: _____________________________________________________
When taken: _________________________________________________
Special Precautions: ____________________________________________
Any Side Effects: ______________________________________________
Procedures to take in event of emergency : ___________________________________________________________

___________________________________________________________

Signed (Parent/Guardian):___________________________

Date: __________________________________________
Please note that this form relates to temporary administration of medication. Any child requiring ongoing medication requires a personal medical care plan which will be discussed and agreed with the Principal and signed by both parties.
The school will not give your child medicine unless you complete and sign this form, and the Principal has agreed that school staff* can administer the medication.

*It is at the discretion of staff as to whether or not they agree to administer medication.

Form 4

Bush Primary School

Record of medication administered in school

	      Date
	Pupil’s Name
	     Time
	   Name of 

 Medication
	 Dose Given
	Any Reactions
	Signature of

     Staff
	 Print Name

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


