This is my

Individual Healthcare Plan

My Name is ……………………………………….

Date of Birth………………………..





   Emergency Contact Information






In an Emergency





Professional’s who the child receives care from

	Name 
	Designation
	Contact

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Parental agreement for setting to administer medication

Please Note: Medicines must be in original container as dispensed by the pharmacy





Staff training record in respect of…………………………………………………………………………………………


Record of medicines administered 




Contacting the Emergency Services










































































Name of setting………………………………………………………………………………………………………………………………….. 





Room/Area…………………………………………………………………………………………………………………………………………….





Sessions attending………………………………………………………………………………………………………………………………


……………………………………………………………………………………………….





Child’s name…………………………………………………………………………………………………………………………………………..





Date of birth………………………………………………………………………….…………………………………………………………….





Child’s address……………………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………………………………………………………………………


…………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………..


…………………………………………………………………………………………………...








Medical diagnosis …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..


………………………………………………………………………………………………………………………………………………………………..





Medical needs, symptoms and allergies


……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..





Daily care required


………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………








Name……………………………………………………………………………………………………





Relationship to child…………………………………………………………………………





Telephone numbers - Home…………………………………………………………….


                                 Work……………………………………………………………….


                                 Mobile……………………………………………………………








Name……………………………………………………………………………………………………





Relationship to child…………………………………………………………………………





Telephone numbers - Home…………………………………………………………….


                                 Work……………………………………………………………….


                                 Mobile……………………………………………………………








Name……………………………………………………………………………………………………





Relationship to child…………………………………………………………………………





Telephone numbers - Home…………………………………………………………….


                                 Work……………………………………………………………….


                                 Mobile……………………………………………………………





Hospital where notes are held……………………………………………………………………………………………………..


Telephone Number…………………………………………………………………………………………………………………………





General Practitioner……………………………………………………………………………………………………………………….


Address………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


Telephone Number…………………………………………………………………………………………………………………………





What would be considered as an emergency? ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………





Action to be taken …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….





In an emergency the staff’s responsibilities are





Staff Name�
Action to be taken�
�
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Follow up Care ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………





Name of setting………………………………………………………………….Room……………………………………………………….


Child’s name……………………………………………………………………………………………………………………………………………..


Date of Birth………………………………………………………………………………………………………………………………………….








Name of medication and strength………………………………………………………………………………………………………


Expiry Date…………………………………………………………………………………………………………………………………………….


How much to give (i.e. dose)………………………………………………………………………………………………………………..


Any other instructions ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..


Special precautions or any side effects …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


Signature of parent………………………………………………Date provided by parent/ carer….…………………





Name of medication and strength………………………………………………………………………………………………………


Expiry Date…………………………………………………………………………………………………………………………………………….


How much to give (i.e. dose)………………………………………………………………………………………………………………..


Any other instructions …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


Special precautions or any side effects ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… Signature of parent………………………………………………Date provided by parent/ carer….…………………





Name of medication and strength………………………………………………………………………………………………………


Expiry Date…………………………………………………………………………………………………………………………………………….


How much to give (i.e. dose)………………………………………………………………………………………………………………..


Any other instructions ……………………………………………………………………………………….…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….


Special precautions or any side effects ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… Signature of parent………………………………………………Date provided by parent/ carer….…………………





Name of Setting………………………………………………………………………………………………………………………………..





Type of training received………………………………………………………………………………………………………………





Training provided by……………………………………………………………………………………………………………………….





Profession and title…………………………………………………………………………………………………………………………





Date of training received………………………………………………………………………………………………………………





I confirm that I have received the training detailed above and I feel competent to carry out the necessary treatment.
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Trainer’s Signature…………………………………………………………………………………………………………………………..





Date……………………………………………………………………………………………………………………………………………………..





Comment’s……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………








Review Date……………………………………………………………………………………………………………………………………….











Name………………………………………………………………………Date of Birth…………………………………………………








Date�
Time�
Name of Medicine�
Dose given�
Any reactions�
Name of staff member�
Signature of staff member�
Parent/carer signature and date�
�
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The information in this Individual Healthcare Plan is, to the best of my knowledge, accurate at the time of writing and I give consent to the setting staff administering medication in accordance with the care plan and setting policy. I will inform the setting immediately, in writing, if there is any change in dosage or frequency of the medication or if the medicine is stopped.





Parents/carers name……………………………………………………………………………………………………………





Parents/carers signature……………………………………………………………………………………………………





Date……………………………………………………………………………………………………………………………………………








This care plan was formulated by those listed below on (date)…………………………………





Name�
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Review date…………………………………………………………………………………………………………………………….





DIAL 999, ASK FOR AN AMBULANCE AND GIVE THE FOLLOWING INFORMATION






































GIVE A BRIEF DESRIPTION OF THE CHILD’S MEDICAL NEEDS AND SYMPTOMS








Additional information to be completed on an incident and handed to the Ambulance crew 







































































Child’s Name                                                            Date of Birth





Address











Contact Number





Hospital where notes are held





Brief Description of Medical Condition 























Medication Given








Details of the Setting


Name





Address








Postcode





Telephone Number
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