Trimley St Martin Primary School
MEDICATION PLAN

Could you please complete this form and return it to school as soon as possible.

DETAILS OF PUPIL

Surname: ___________________________	Forename(s): _______________________________

Male/Female:_____________________ _______Date of Birth:____________________________

Address:_______________________________________________________________________

_____________________________________________________Post Code:________________

Class:___________________________ Class Teacher:_________________________________

MEDICATION

Name/Type of Medication (as described on the container) 
______________________________________________________________________________

For how long will your child take this medication: _______________________________________

Date dispensed: ________________________________________________________________

Full directions for use:

Dosage and method: _____________________________________________________________

Timing: ________________________________________________________________________

Special Precautions: _____________________________________________________________

Side Effects: ___________________________________________________________________

Self Administration: ______________________________________________________________

Procedures to take in Emergency: __________________________________________________

Details of Medication taken at home: ________________________________________________

CONFIRM CONTACT DETAILS

Name: _________________________________ Daytime Telephone No ____________________

Relationship to Pupil _____________________________________________________________

Address: ______________________________________________________________________

If Applicable
I understand that I must deliver the medicine personally to the Headteacher or the school office and accept that this is a service which the school is not obliged to undertake.

Date: ____________________________ Signature:____________________________________

Relationship to pupil: _____________________________________________________________



Trimley St Martin Primary School

HEALTH CARE PLAN -  MEDIUM/LONG TERM

Could you please complete this form and return it to school as soon as possible.

DETAILS OF PUPIL
Surname: _____________________________ Forename(s): _____________________________

Address:_______________________________________________________________________

____________________________________________________Post Code:_________________

M/F:_______________________________ Date of Birth:________________________________

Class:___________________________ Class Teacher:_________________________________

Medical Condition _______________________________________________________________

Give details of child’s symptoms/reactions ____________________________________________

Daily care requirements (e.g. medication type/administration details)________________________

Describe what constitutes an emergency for the child and action to take if this occurs __________

_______________________________________________________________________

CONTACT DETAILS

Name: _________________________________ Daytime Telephone No ____________________

Relationship to Pupil _____________________________________________________________

Address: ______________________________________________________________________

CLINIC/HOSPITAL CONTACT

Name _____________________________________ Phone No ___________________________

GP

Name _______________________________________ Phone No _________________________

I give permission for my child’s photograph to be taken and brought to the attention of staff with details of medical condition and action to be taken. Under GPDR, I understand I can withdraw this consent at any time. 

Date: ______________________ Signature:__________________________________________

Relationship to pupil: _____________________________________________________________













Trimley St Martin Primary School

ASTHMA REGISTER SHEET

We note from your child’s emergency form that your child suffers from Asthma. Could you
please complete this form and return it to school as soon as possible.

DETAILS OF PUPIL
Surname: _____________________________ Forename(s): _____________________________

Address:_______________________________________________________________________

____________________________________________________Post Code:_________________

M/F:_______________________________ Date of Birth:________________________________

Class:___________________________ Class Teacher:_________________________________

MEDICATION
Name/Type of Medication (as described on the container) 
______________________________________________________________________________

For how long will your child take this medication: _______________________________________

Date dispensed: ________________________________________________________________

Full directions for use:

Dosage and method: _____________________________________________________________

Timing: ________________________________________________________________________

Special Precautions: _____________________________________________________________

Side Effects: ___________________________________________________________________

Self Administration: ______________________________________________________________

Procedures to take in Emergency: __________________________________________________

Details of Medication taken at home: ________________________________________________

CONTACT DETAILS
Name: _________________________________ Daytime Telephone No ____________________

Relationship to Pupil _____________________________________________________________

Address: ______________________________________________________________________

If Applicable
I understand that I must deliver the medicine personally to (agreed member of staff) and
accept that this is a service which the school is not obliged to undertake.

Date: ______________________ Signature:____________________________________

Relationship to pupil: ______________________________________________________
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