
 

Individual Health Plan 

This form must be used alongside the individual child’s registration form which contains 

emergency parental contacts and other personal details 

Date completed ___________________            Review date ___________________________ 

Child’s Details: 

Full name __________________________________ Date of Birth _____________________ 

Address ____________________________________________________________________ 

Medical conditions/diagnosis ___________________________________________________ 

Medical needs and symptoms __________________________________________________ 

Daily care requirements _______________________________________________________ 

Medication details (inc. expiry date/disposal) ______________________________________ 

Storage of medication _________________________________________________________ 

Procedure of medication ______________________________________________________ 

Names of trained staff to carry out health plan procedures and administer medication: 

___________________________________________________________________________ 

Other information ____________________________________________________________ 

Date risk assessment completed ________________________________________________ 

Risk assessment details ________________________________________________________ 

Describe what constitutes an emergency for the child, what procedures will be taken if this 

occurs and the names of staff responsible for an emergency situation with the child. 

___________________________________________________________________________

___________________________________________________________________________ 

Child’s main carer(s) 

1. Name ___________________________ Relationship to child ___________________ 

Contact number(s) ___________________________________________________________ 

2. Name ___________________________ Relationship to child ___________________ 

Contact number(s) ___________________________________________________________ 



 

 

 

 


