PLEASE RETURN TO STUDENT SERVICES[image: ]


OAKLANDS CATHOLIC SCHOOL
Health Care Information


STUDENT’S PERSONAL DETAILS




First name: ..........................………….…Surname: ……...……..………………...........… Male        Female

Date of birth: …………………….........… Age: ……….……… Tutor Group ......................……………………..

Address: ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………..
………………………………………………………………………. Post Code: ……………………………………..


MEDICAL DIAGNOSIS OR CONDITION

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

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

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


CONTACT INFORMATION


Contact No.1 .........................................................................   relationship to student.....................................
 
Home: ……………………… Work: ………….….……………    Mobile: ……...………………...................……..

Contact No 2: .........................................................................  relationship to student.....................................

Home: ……………………… Work: …………………………..    Mobile: …………………...................………….


GP’S DETAILS


Name   .............................................................................................................................................................
 
Address  : ……………………….........................................................................................……………………..

Post Code: .........................................................................  Telephone number  .............................................


SPECIALIST CONTACT DETAILS


Name   ...............................................................................   Department ........................................................
 
Address  : ……………………….........................................................................................……………………..

Post Code: .........................................................................  Telephone number.............................................

			      				     						

MEDICAL CONDITION INFORMATION

Signs and symptoms of his/her medical condition/s 
 ……………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Triggers or things that make his/her condition worse:
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….…………………………………………………………………………………………………………………………….

Routine healthcare requirements (for example dietary, therapy, before physical activity or at lunchtime)
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Describe what constitutes an emergency for him/her and the action to take if this occurs:
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Follow up care:
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


REGULAR MEDICATION TAKEN DURING SCHOOL HOURS


MEDICATION 1 - Name/type of medication (as described on the container) 
 ……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………

Dose and method of administration (the amount taken and how the medication is taken e.g. tablets, inhaler, injection):
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………. 

When is it taken (time of day)       .....................................................................................................................    

Are there any side effects that could affect him/her at school? 
 ……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………

Are there any contraindications (signs when this medication should not be given?) 
 ……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………

Self-administration – can he/she administer the medication themselves?




Yes          No             Yes,       with supervision by a member of Student Services Team/Qualified First Aider 
 


Any other information relating to his/her condition that may have an impact whilst in school  
 ……………………………………………………………………………………………………………………………

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

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

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

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

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

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

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

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

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

[bookmark: _GoBack]Any other medication taken at home
……………………………………………………………………………………………………………………………

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

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



Parental agreement 
  
I confirm that I have parental responsibility for ………………………..….. ………..….Name/Form……..……..
and agree that the medical information contained in this plan may be shared with individuals involved with my child’s care and education (this includes the school nursing team and emergency services).  I understand and accept that it is my responsibility to update the school, in writing, should there be any changes to the medical information about my child during the course of the academic year so this Care Plan can be amended.

						
Signed: ……………………………………….........………………….. Person with parental responsibility

Print Name  .......................................................   Relationship to student  ............................................

Date: …………………………………………………………………

Care Plans will be reviewed annually at the beginning of each academic year unless there is a change to the student’s medical information.
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