Pupil Profile and Care Plan for

Pupil name

DATE

Key contact information:

	Name of pupil:
	

	Date of birth:
	

	School(s):
	

	Parents/carers
	

	Relationship to pupil:
	

	Parents address:
	

	Home phone:
	

	Mobile phone:
	

	General Practitioner:
	

	Address:
	

	Telephone:
	


Thomas Wolsey School Staff

	Outreach 
	

	Pastoral teacher
	

	TA
	

	Speech and language therapist:
	

	School Nurse
	

	Occupational therapist
	

	Physiotherapist:
	

	ICT technician
	

	Manual handling trainer
	


Mainstream School Staff

	Head teacher
	

	SENCO
	

	Class teacher
	

	Teaching Assistant
	

	Teaching Assistant
	


Pupil Information

General pupil information here.

Use headings that are applicable for individual pupils

· Gross motor

· Fine motor
· Equipment 
· Hearing
· Vision

· Communication 

· Eating and drinking

· Dressing
· Playtime/Interaction
· Medication

· Advice for educational visits
Intimate Care 

Continence 
Consent

This health care plan is agreed by:
Signatures and dates
Outreach staff ________________________________________________
Parents /carers______________________________________________
Review date:

Copies held by:


Notification of any changes will be made by: 

Additional sheets for individual schools to use
Additional personal care form also available on website.
Emergencies

Description of what constitutes an emergency 
(signs, symptoms etc) and the action to be taken

Additional plan in place (e.g. Epipen, Rectal Diazepam, Midazolam)   

Who has responsibility in an emergency?

Tick one that applies

· The SSA 


   Name .........................................

· The SENCO                         Name..........................................

· The Head Teacher               Name .........................................

Nominated adults who have received training in use of gasterostomy. 

Name:



Date:

Name:



Date:

Name:



Date:

Name:



Date:
· This training will need to be updated. Date:

Nominated adults who have received training in Manual Handling

Name:



Date:

Name:



Date:

Name:



Date:

Name:



Date:
· This training will need to be updated. Date:

Intimate Care Needs

Names staff who will be carrying out Intimate Care programmes
Name:

Name:

Name:

I confirm that all the above staff have had CB checks and have been trained in Child protection procedures.

Parental / guardian consent

I consent to staff/carer named above administering these procedures for my child, and I consent to the information in this health care plan being shared with non-parent carers.

Name:

Relationship to child/young person:

Signature:
Date:

Child’s consent (wherever possible)

I consent to staff/carer administering the above procedure to me.

Signature:
Date:

