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		Individual Health Plan
Student Information

Name:	______________________    DOB:	_____/_____/_______    Form: _______________

 Things that we (The Gilberd School staff) can do to help:
Symptoms and side effects of Medical Condition(s):
Medical Diagnosis or Condition:





  Any further information:








In case of an emergency, we will need to: 



                                                                                                                                                                            




If medication is required to stay at school, please advise of the medication name, dose and when it will need to be administered:















Consent
Training for key school staff has included:

·         Use of EpiPens.
·         Procedure for administering oral medication.
·         On-site location of medication for use in emergency.
·         Dealing with emergencies.

This training will be refreshed at regular intervals.

I give my permission for staff to carry out any of the procedures outlined in this document: 

Please circle:  Yes / No

Signature: 


Full Name:

Date:

The Gilberd School fully complies with information legislation.  For full details on how we use your personal information please see our website or call 01206 842211 if you are unable to access the internet. 
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