[image: ]Individual Health Care Plan
(For significant medical needs)




	Name:

	Date of Birth:

	Medical Diagnosis: ASTHMA

	Date Created: 

	Reception Reviewed on & by: 

	Yr 1 Reviewed on & by: 

	Yr2 Reviewed on & by:





Photo









Family Contact Information 			GP							
	Name: 


	Relationship to child:


	Contact number: 



	Name: 


	Contact number: 




Symptoms -  Tick as applicable Describe condition and give details of pupil’s symptoms, triggers, signs 
Other (please specify)


Exercise induced 
t
Breathless and /or coughing
t



Medication & Care - Daily requirements: (e.g. before sport/ lunchtime)

No. of puffs
t


Frequency 

Emergency – Describe what constitutes an emergency for the pupil and the action to take if this occurs:
______________________________________________________________________________________________
_______________________________________________________________________________________________I agree to this health care plan and give permission for school staff to administer medication and health care accordingly to ensure the safety of my child, also to share my child’s medical information with other healthcare professionals as appropriate. It is my responsibility to ensure any changes relevant to my child’s health are provided promptly to the school. 
Early Years: Parent/ Carer signature: 						Date:
Year 1 : Parent/carer signature :							Date: 
Year 2: parent/carer signature: 							Date: 
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