St Catherine’s C of E School

School Asthma Care Plan

DETAILS OF PUPILS
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MEDICATION — Name/Type of Medication (as described on the container)

Date DiSpensed DY ChEMIST: ...t s sttt e et e s e s e eestestesanarsaessennne st s eteseas
Date of annual review (to be completed by Office Staff) ...
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ANy additional INFOrMATION: ..o e te st ste st st sreeteetesteetesteste st see e sen e sennenaeas

Please confirm that:

a. My child is able to administer his/her asthma medication independently.
b. my child will require assistance to administer his/her asthma medication.
Delete as appropriate

PARENT/CARER CONTACT DETAILS:

| understand that | must deliver the medicine personally to the Class Teacher. | will undertake to name
all medication for quick identification and periodically check with the teacher that it is still in date. | will
let the school know immediately if my child’s medication is changed or is no longer required.
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