[bookmark: _Toc79747731][bookmark: _Toc106113008]Healthcare Plan
This is to help you to plan to support a child’s health care needs, and is not a statutory Education, Health and Care Plan (EHCP).
CHILD’S
PHOTO

Setting: ____________________________________
[bookmark: _Toc79747732]Child’s Name: _______________________________

Date of birth: _______________________________

Date of plan: _______________________________

Review date: _______________________________

[bookmark: _Toc79747733]CONTACT INFORMATION
1st Family Contact				2nd Family Contact
Name: ______________________	   Name: ________________________

Phone No: ___________________    Phone No: _____________________

Home: ______________________    Home: ________________________

Work: _______________________   Work: ________________________	

Mobile: ______________________   Mobile: _______________________	

Relationship to child: ___________   Relationship to child: ___________ 
[bookmark: _Toc79747734]Clinic/hospital contact
Name: _______________________________________

Phone number: ________________________________

Clinic/hospital: _________________________________

G.P. Name: _______________________________________

Phone number: ________________________________

Surgery: _____________________________________
If medication is required a copy of the prescription or health professional’s letter regarding administration details of any medication should be attached to this form.


My health or medical needs are…



My daily care needs are…



It is an emergency if this happens…



In an emergency, please do the following …


IN AN EMERGENCY PLEASE DO THE FOLLOWING…

Who is responsible?




[bookmark: _Toc79747735]My follow-up care needs are…




Signed:
Parent/Carer_______________________  Setting:__________________________
Name and signature of child’s healthcare practitioner to verify these details are correct: 
______________________________________________________________________                                     
PIN:_____________________
