EWELL GROVE PRIMARY AND NURSERY SCHOOL
29 West Street, Ewell, Surrey, KT17 1UZ
020 8393 4393
HEALTH CARE PLAN
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Describe medical needs and give details of your child’s symptoms:

/cont.



Staff training needed/undertaken —who, what, when

Please confirm in order, who should be contacted in case of an emergency. Please also confirm their
contact numbers:

Please tick the appropriate boxes:

| confirm that the stated medicine has been prescribed by a GP for my child.

My child will be responsible for the self-administration of medicines as directed
below.

| agree to members of staff administering medicines/providing treatment to my
child as directed below.

Name of Medicine Dose Frequency Expiry Date

Special instructions:

Allergies or any known
possible reactions:

Other prescribed
medicines child takes at
home:

The above information is, to the best of my knowledge, accurate at the time of writing and | give
consent to Ewell Grove staff administering medicine in accordance with the school’s policy. | will
inform Ewell Grove Primary & Nursery School immediately, in writing, if there is any change in
dosage or frequency of the medication or if the medicine is stopped.

Signed: Date:



