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This form should be completed by PARENTS or persons with parental responsibility in respect of 
every pupil on entry to the school, and annually. 
 

Section A – Child’s Details: 
 

Surname:  Date of 
Birth: 

 

Forenames:  

Address:  

Name of 
School: 

 

 

 

Note: 
In the event of certain other activities involving my child being away from school/home, I will be 
asked to complete an additional form for each activity. 
 

Section B – Medical Information 
 

This information will be shared with the School Health Nursing Service (SHN) / Community 
Children’s Nurse to ensure that any medical needs your child may have in school are dealt with 
appropriately. If you wish to discuss this further please contact the SHN message taking service on 
0121-612 2974. 
 

1. Your Child’s Family Doctor: 

 Name:  

 Address:  

 Tel:  

 Medical 
Card No: 

 

 
 

  

2. Is your child 
on any 
regular 
medication? 

Yes  No  

 If yes, please give details: 
 
 
 



 
 

 

3. Is your child under the care of any hospital, please give the Consultant’s name and details: 

  
 
 
 
 
 

 
 

4. Has your child had any of the following immunisations? (from your red book) 
 

Age Due Immunisation 
Please tick the relevant boxes 
below and date as appropriate 

2 months 
1st Diphtheria, Tetanus, Whooping Cough, 
Haemophilus Influenzae (Hib), Polio, Men C 

 
 

3 months 
2nd Diphtheria, Tetanus, Whooping Cough, 
Haemophilus Influenzae (Hib), Polio, Men C 

 
 

4 months 
3rd Diphtheria, Tetanus, Whooping Cough, 
Haemophilus Influenzae (Hib), Polio, Men C 

 
 

12-18 months 
Measles, Mumps, Rubella (1st MMR) 
(2nd MMR – usually at 3-5 years) 

 
 

3-5 years Diphtheria, Tetanus, Whooping Cough, Polio Booster   

10-14 years BCG (only for children with identified risk factors)   

14 years Tetanus, Polio and Diphtheria Booster   
 

5. Does your child suffer from any of the following problems? 

  Yes No  Yes No 

 Asthma   Hearing Loss   

 Diabetes   Poor Vision   

 Seizures   Serious allergic reaction 
e.g. to medicines/ foods 

  

 Heart 
Disorder 

  Other significant conditions   

 If you have ticked any of the above please give details: 

  

6. Personal Accident Insurance 
The local authority does not provide Personal Accident Insurance for individual pupils. 
Personal Accident Insurance can be taken out by parents if they think it necessary. They should consult the school 
to check whether this cover has been taken out on behalf of all school pupils before proceeding. 



 
 

 
 

7. Emergency Contact Telephone Numbers: (Please give 2 if possible) 

 (1)  Name Daytime Tel No  

 (2)  Name Daytime Tel No  
 

8. Home Language:(include dialect if other than English)  
 

Signed:  Date:  

 (Parent or Guardian with parental responsibility)   

Please return this form as soon as possible to school 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information provided on this sheet will be processed in accordance with the requirements of 
the General Data Protection Regulation 2018.  For more information on how we use your data, 
please see our Privacy Notice                                                 
(https://www.reddalhillprimary.com/our-school-policies/ ) 
 
 



 
 

 

 

Individual Health Plan (IHP) for a child with medical needs  
 

 
 

 

Family / Carer Contact 1: 

Name:  

Home Telephone:  

Work Telephone:  

Relationship:  

 

Family Contact 2: 

Name:  

Home Telephone:  

Work Telephone:  

Relationship:  

 

Hospital Doctor/Paediatrician: 

Name:  

Telephone:  

 

School Health Nurse Cluster (where applicable) 

Name:  

Telephone:  

 

Community Children’s Nurse or Specialist Nurse (where applicable) 

Name:  

Telephone:  

 

 
 

Name:  

Date of Birth:  

Current Year/Class:  

School:  

NHS No:  

 
 

Photo 
 
 



 
 

 
 

 
 
Details of pupil’s medical conditions

 

 
 
 
 
 
 
 
 
 
 

 
Triggers or things that make this pupil’s condition worse 
 

 

 
Regular requirements: (e.g. PE, dietary, therapy, nursing needs) 

 

 
 
 
 
 
 

 
 

Does the pupil have regular medication?       Yes ☐  No ☐ 
 

Name and type of medication  

What does the medication do?  

Dose and method of administration:  

Time:  

Are there any side effects?  

When should it be given?  

Can the pupil self-administer? Yes  /  No   /  Supervised   (delete) 

 

If there is more than one medication taken regularly during school hours, please complete 
a “Request for School to Administer Medication” form. 

 

Does the pupil have emergency medication:   Yes ☐  No ☐ 
 



 
 

 
 

FOR EMERGENCY PRODCEDURES SEE ATTACHED EMERGENY PLAN 
 
Parental and Pupil Agreement 
 

I agree that the information contained in this plan may be shared with individuals involved 
with my child/young person’s care and education.  I understand that I must notify the school 
of any changes in writing. 

Signed (Pupil) 
(where 
appropriate) 

 
 

Print name 
 
 

Date 
 
 

Signed 
(parent/carer) 
(If pupil is below 
the age of 16) 

 

Print Name  Date  

 
Healthcare Professional Agreement 
 

I agree that the information is accurate and up to date at the present time 

Signed 
 
 

Job Title 
 
 

Print Name  Date  

 
Review of care plan to be completed by (date) …………………… 
 
 

 

To understand more about why we collect your information, what we do with your 
information, how you can access your information, your personal information rights, how 
and to whom to raise a complaint about your information, please visit our privacy notice 
page at http://www.sandwell.gov.uk/privacynotices  

 
 

For School Health Nursing Team use only: 
 Name / Sign Date 

Nurse completing clinical information   

Nurse carrying out check with parent   

Team Leader checking MC / Record Keeping 
compliance 

  
 
 

 
 

Information provided on this sheet will be processed in accordance with the requirements 
of the General Data Protection Regulation 2018.  For more information on how we use your 
data, please see our Privacy Notice ( https://www.reddalhillprimary.com/our-school-
policies/ ) 

http://www.sandwell.gov.uk/privacynotices


 
 

 
 
Medication 
Information Sheet 
     

Name and type 
of medication 

What does the 
medication do? 

Dose and method of 
administration 

Time? Are there any 
side effects? 

When should it 
be given 

Can the pupil 
self-administer? 
Yes / No  / 
supervised 

 
 

      

 
 

      

 
 

      

       

       

 
Date form completed:       /       /        . Completed by: (print name): ………………………………………… Designation: ……………………….......... 

Name:  

Date of Birth:  

Current Year/Class:  

School:  

NHS No:  



 
 

Pupil Medicine Administration Record (MAR)  
  

Name:  

Date of Birth/NHS No   

Medicine name and 
strength 

 
 

Dosage and Method of 
administration: 

 

Timing  

Transcribing 
Signatures 

1. 
 
2. 

     

Date: Time: Dose Administered by: Witnessed by: Comments 

                            

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

 
 

Photo 
 

Photo 



 
 

Request for school to administer medication 
You have indicated on the parental consent form that your child is 
currently receiving medication and/or treatment. The school will not give 
your child medicine unless you complete and sign this form, and the 
head teacher has agreed that school staff can administer medication. 

Surname:  

Forename(s):  

Date of Birth:  NHS No:  M  F  

Address:  

 

Post Code:  Year/Class  

Condition/Illness:  
 

Medication 

Name/Type of medication (as per dispensary label): 
 

 

For how long will your child take this medication? 
 

 

Date dispensed: 
Expiry date: 
 

 

Dosage (amount) and method of administration: 
 

 

Time(s) to be given: 
 

 

Special precautions (if any): 
 
 

 



 
 

Known side effects: 
 
 

 

Self-administration: Yes  No  

 

Procedures to take in any emergency: 
 
 

 
Contact Information 
Family Contact 1: 

Name:  

Home Telephone:  

Work Telephone:  

Relationship:  

Family Contact 2: 

Name:  

Home Telephone:  

Work Telephone:  

Relationship:  

 
Parental Agreement: 
I understand that I must deliver the medicine personally to ___________________________ 

(name of staff member receiving medication) and accept that this is a service which the 

school is not obliged to undertake. 

Signature:  Date:  

Name (print):  

Relationship to Pupil:  

 
 

Information provided on this sheet will be processed in accordance with the requirements of 
the General Data Protection Regulation 2018.  For more information on how we use your 
data, please see our Privacy Notice ( https://www.reddalhillprimary.com/our-school-policies/ 
) 

 



 
 

 

 
Confirmation of agreement for school to administer 
medication 
 
I agree that (name of child) __________________________ Date of birth ________  

 

will receive: (quantity and name of medicine):_______________________________  

 

every day at (time(s) medicine to be administered) __________________________  

Delete one  

* Medication will be given: 

* Supervision will occur whilst he/she takes their medicine: 

Delete one  

* Insert named member of staff:__________________________________________ 

* see attached list of staff 

Delete one  

* This will continue until the end date of the course of medicine on ______________ 
* This will continue until instructed by parents 
 

Authorised School Signature:  

Position:  

Name: (print)  

Date:  

 

Signature of Parent/Carer:  

Relationship to Child:  

Name: (print)  

Date:  

 
 
A copy of this form should also be given to the parent. 



 
 

Persons trained to carry out procedures 
 

Name:  

Date:  

School:  

Area trained in:  
 

 
 

Name:  

Date:  

School:  

Area trained in:  
 

 
 

Name:  

Date:  

School:  

Area trained in:  
 

 
 

Name:  

Date:  

School:  

Area trained in:  
 

 
 

Name:  

Date:  

School:  

Area trained in:  
 



 
 

Request for the administration of medication or 
treatment during an offsite or out of hours activity 
 
You have indicated on the parental consent form that your child 
is currently receiving medication and/or treatment. Your child can only 
be given this if you complete and sign this form, and the head teacher 
has agreed that the accompanying staff can administer medication or 
treatment whilst off the school site. 
 
Details of Pupil 
 

Surname:  

Forename(s):  

Date of Birth:  NHS No:  M  F  

Address:  

 

Post Code:  Year/Class  

Condition/Illness:  
 
 
 

 
Medication – If medication is required please complete the section 
below: 
 
 

Name/Type of 
medication include the 
expiry date of the 
medication 
(as described on the 
container): 

Expiry date: 

For how long will your 
child take this 
medication? 

 



 
 

Date dispensed:  

Full directions for use:  

Dosage and method:  

Timing:  

Special precautions (if 
any): 

 

Known side effects:  

Self-administration: Yes  No  

Procedures to take in an 
emergency: 

 

 

Treatment: (e.g. physiotherapy, catheterisation etc) 
If treatment is required, please complete the section below: 

Type of treatment: 
 

Details of treatment: 
 
 

 

Timing: 
 

 
Contact Information 
* Please note:  It is essential that both contacts can be contacted by 
telephone: 
 
Family Contact: 

I may be contacted by telephoning one of the following numbers: 

Day:  Evening:  Mobile:  

Home 
address: 

 



 
 

  

  

Alternative Emergency Contact: 

Name:  

Relationship:  

Telephone: Day:  Evening:  Mobile:  

Address:  

  

  

 
Parental Agreement: 
 
I understand that I must deliver the medicine personally to 

___________________________ and accept that this is a service which 

the accompanying staff are not obliged to undertake. 

 

Signature:  Date:  

Name (print):  

Relationship to 
Pupil: 

 

Information provided on this sheet will be processed in accordance with the requirements of 
the General Data Protection Regulation 2018.  For more information on how we use your 
data, please see our Privacy Notice ( https://www.reddalhillprimary.com/our-school-policies/ 
) 

 



 
 

Indemnity form for the administration of medication 
in schools 
 

You have agreed that you will, if called upon to do so, be prepared to 
administer medication to pupils in school in accordance with the 
guidance set out in the council’s policy document “Management of 
children with medical needs in school” and in accordance with any 
relevant policy of the school. 
 
In consideration of your said agreement, and on the terms which follow, 
the council agrees that it will indemnify you against any liability for 
damages or other compensation arising out of or connected with the 
administration of medication, including liability for omissions or for 
another person’s legal costs, and any sums paid on account of alleged 
such liabilities. The council will further indemnify you against any costs 
and expenses reasonable incurred by you in connection with any claim 
for damages of other compensation that may be made against you. 
 
The council’s obligation to indemnify you in respect of any claim is 
conditional upon: - 
 
(a) Your notifying the council (NOTE – identify who should be notified) 

as soon as you are aware that any claim against you has been 
made or is being considered. 

(b) Your cooperating and continuing to cooperate fully with the council 
and/or its insurers in dealing with any such claim, whether or not 
you remain in the employment of the council: and 

(c) You not have made any admissions of liability or any payments on 
account of any alleged liability without first receiving the written 
agreement of the council or its insurers. 

 
Where you claim the benefit of this indemnity, the council or its insurers 
may at their own expense conduct or take over the conduct of any 
litigation against you (whether actual or contemplated) and shall have 
full authority to instruct solicitors and to settle or otherwise deal with 
such litigation as they think fit. The council shall have the benefit of any 
rights of contribution or indemnity against third parties to which you may 
be entitled. Without prejudice to the general obligation of cooperation, 
you agree to sign any consents, authorities or assignments which the 
council or its insurers may reasonably require. 



 
 

 
For the avoidance of doubt, this indemnity extends to any liability for 
negligent acts and omissions on your part. It does not extend to any 
case in which you may be adjudged deliberately to have harmed any 
person, and in any event of any such finding by a competent court, the 
council or its insurers may recover from you any sums already expended 
by them pursuant to this indemnity. 
 
This indemnity applies to the administration of medication in school, and 
also in the course of school trips and other official school activities which 
may take place off school premises or out of school hours. 
 

Signed:  

Post held:  

Date:  

Head 
Teacher: 

 

School:  



 
 

Contacting Emergency Services 
Dial 999, ask for ambulance and be ready with the following information: 
speak clearly and slowly  

1 Your telephone number:  

2. Give your location as follows: 
Insert school/offsite 
address and postcode 

 

3. State your postal code  

4. Give exact location of the 
patient in the school: Insert 
brief description 

 

5. Give your name:  

6. Give name of child and a 
brief description of their 
symptoms: 

 

7. Inform Ambulance Control of 
the best entrance and state 
that the crew will be met and 
taken to the patient 

 


