Multi Agency Policy for the Administration of Medication and Healthcare Procedures

Online version: Updated 19/04/13

SECTION 1 OF IHCP

Individual Health Care Plan (IHCP) - Generic

Insert 

photograph 

of

 individual 

here
Name: …………………….………………………………… (print name)

Date of Birth: ……………………………………………..(dd/mm/yyyy)

Condition: …………………………………………………………..…
(please print)
Name of Establishment: ……………………………………………
Plan start date: ……………....................................... (dd/mm/yyyy)

Plan review date: ……………………………………….(dd/mm/yyyy)

Plan to be agreed by:

· Head

· Parent/ Carer and young person (as appropriate)

· Health professional(s)



SECTION 2 OF IHCP
Name of medical condition and summary of help that individual needs (info about medical condition).

SECTION 3 OF IHCP
Flow charts/ emergency procedures
SECTION 4 OF IHCP
Contact numbers and further information about specific medical condition 
SECTION 5 OF IHCP
Additional Information

SECTION 6 OF IHCP:
 Record of Training FORM

	Please enter name of procedure and details of the training provided to carry out the procedure.*

	

	

	

	

	


* To be completed by the trainer
The persons listed below have received training in the above procedure(s to detect, recognise and competently respond to the symptoms that require administration of medication or health care procedure to be carried out.
	Name (print)
	Signature.
	Date of training

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Training delivered by:
	Name (print).
	Signature.
	Date.

	1
	
	
	

	2
	
	
	


Trainer designation. (E.g. school nurse; diabetes specialist nurse etc)
	1
	

	2
	


	The trained persons shown above  have been accepted to carry out the above named procedure

	Head  Signed :                                                            (print name)                                                          

	Establishment:

	
	Date:-


SECTION 7 OF IHCP:     Signatures / Agreement to Individual Health Care Plan
Individual’s Name:…………….……………………………………………………… (Print)

Date of Birth:…………………………………………………………………….. (dd/mm/yyyy)


Establishment:………………………………………………………………………………..

Plan start date:……. ……………………………………………………………. (dd/mm/yyyy)

Plan review date:…. ……………………………………………………………. (dd/mm/yyyy)
The content of this Individual Health Care Plan has been agreed by the undersigned.
	Signatory
	Name / Role (please print)
	Signature
	Date

	Head 
	
	
	

	Health 

Professional(s)
(minimum of one

 signature required)


	Name:
	
	

	
	Role:
	
	

	
	Name:
	
	

	
	Role:
	
	

	
	Name:
	
	

	
	Role:
	
	

	Parent / Carer
	
	
	

	Young Person 

(Optional

if appropriate)
	
	
	


Original document to be retained by Head
Copies:

· Parents/Carers
· Health Professional(s)
· Other professionals (e.g. Integrated Children’s Services, Named Person, Lead Professional)

· Senior Education Office (SBC only)
Note to health staff: copy of plan should also be kept in child/young person’s BGH record






Travel arrangements					Delete as appropriate


Walking: alone or in group				yes/no


Parent / carer transport				yes/no


SBC contract travel (e.g. bus, taxi etc)		yes/no


SBC escorted travel					yes/no


Other: please specify					yes/no





Additional information re travel arrangements:
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