
Medical Needs Record  

 

Pupil’s Name         Class   

Date     Meeting with         

Description of medical need.  

 

 

 

Has the child seen a doctor or medical professional ?    Yes/No 

Do we have a copy of the diagnosis from a medical professional ?  Yes/No 

Is the child taking any medication ? Please detail: 

The child is not able to undertake the following activities in School until     (date) 

 

A review meeting will take place with parents at      (time)     (date) 

Any further information 

Signature of Parent     Signature of member of staff      

Date      

A copy of this document will be shared with the parent, Headteacher, class teacher, member of support staff in the classroom, Senior 

Lunchtime supervisor and a copy placed on the staff information board. 


