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Student Care Plan

Name of Student ……………………………………………………………………………….
Address ………………………………………………………………………………………
…………………………………………………………………………………………............
Date of Birth …………………………………………………………………………………
Name of Parent/Carer ……………………………………………………………………..
Contact Telephone Number ……………………………………………………………...
Emergency contact name ………………………………………………………………...
Emergency contact Telephone Number ……………………………………………….
Name of doctor ……………………………………………………………………………..
Details of any other personnel involved (e.g. Physiotherapist etc) 
…………………………………………………………………………………………………
Nature of medical difficulty ………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Please state briefly how the student is affected by their medical condition    
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Are there any side effects that academy should be aware of? 
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Please state what the procedures should be in the event of an emergency  
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
I confirm that I will inform the academy of any changes in medication or treatment.

Signature of Parent/Carer  ………………………………………... Date  …………….
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