



Administration of Medicines to Visiting Children and Young People Guidance - Appendices:
Template Documents

A SAMPLE PROTOCOL FOR ADMINISTRATION OF MEDICATION
B SAMPLE HEALTH CARE PLAN
C EXAMPLE STAFF TRAINING RECORD
D RECORD OF MEDICATION ADMINISTERED
E CONSENT FORM
F CONSENT TO CARRY OWN MEDICATION
G INSTRUCTIONS FOR USE OF FOR RECTAL DIAZEPAM
H MEDICINES IN/ OUT LOG
I EXAMPLE AGREEMENT LETTER TO ADMINSTER MEDICATION
 A    Sample Protocol for Administration of Medication 

1 Background

(Insert child/ young person’s name) has been diagnosed with/has the following condition(s) and therefore may require access to the following medication:

	Medical Condition
	Medication

	Add medical condition
	List medication

	
	

	
	

	Allergens
	Resultant behaviour/ physical appearance/ reaction

	Add allergen
	Describe the child/ young persons reaction(s)

	
	


The arrangements set out below are intended to assist (insert name), during their time on campus at the University of Sussex. (Add role) will arrange for all relevant staff to be briefed about their condition and necessary arrangements as outlined in this document.

Pupils with Allergies (Delete or add details as necessary)
Where the child/ young person has a food allergy/ sensitivity whether through digestion or touch etc, staff will take all reasonable steps to ensure that (insert name) does not encounter/ eat those identified allergens. All necessary information including emergency procedures/ location of emergency medication (including during offsite visits) will be shared with relevant staff.

Whenever a planned activity involves cooking or food that may include allergens prior discussions will be held with the school/ event organiser to agree measures and suitable alternatives. Where necessary, an individual risk assessment will be undertaken.

Pupil Requiring Medication (Delete or add details as necessary)
The university will hold, under secure conditions, (add name) medication. The

medicine(s) will be provided by the parent/ carer in their original packaging and all 

prescribed medication must have a dispensing pharmacy label which lists the dose, 

frequency of dosing and any instructions for administration.  All medication will have 

an expiry date and only medication in date will be administered.

The medication is stored: (add location).
The parents/carer accepts responsibility for maintaining appropriate supplies of medication.

Emergency Response

When a child/ young person displays known symptoms relating to their condition that requires an emergency response, the appropriate medication will be administered following staff training/ instruction (e.g. use of an asthma inhaler or automatic adrenaline injector (AAI), 

In the event of (insert name) showing any physical symptoms for which there is no obvious alternative explanation and is a cause for concern, university first aid and emergency procedures will be followed. 

Whilst awaiting medical assistance, (insert name of nominated person) will assess (insert name) condition and administer the appropriate medication in line with perceived symptoms and following their training/instructions and as detailed on the consent form, where it is deemed appropriate and safe to do so.

On the arrival of medical staff (e.g. paramedic), the nominated person will tell them of the medication given and medication used will be handed to the medical staff.

After the incident, a debriefing session will take place with all members of staff involved. Parents/carers will replace any used medication.

Staff Training

A training session was held by (add details) which was attended by (insert names of staff/trained in procedure.)  (insert name) was nominated as the key person to take control of a situation and (insert name) was nominated to perform this role in the event of their absence. 

The training included details of (insert name) condition, the symptoms of (insert medical condition); the stages and procedures for the administration of medication and emergency procedures to follow.

Records Keeping
A copy of this form will be held by the University and securely shared with the school/ event organiser to be provided to the parent/carer. 
I understand that an electronic copy of this form will be securely stored on a safe, cloud-based University supported storage option. If it exists, paper copies will be kept in locked cabinets. Access control to both electronic and paper formats will be set based on who should be able to view and access the forms. The form will only be shared internally if it was necessary based on the principled of data protection legislation.

If paper forms are scanned, duplicate copies will be avoided in different places and versions. Forms will be classified as described in the University’s Information Classification and Handling Policy. 
The university will retain a copy of this form for three years from the end of the period the child/ young person was on campus. At the end of the retention period, forms will be disposed of securely. Paper records will be disposed of using confidential waste disposal and secure shredding. Electronic copies will be deleted form IT equipment and servers, including related emails and deleted items.
Head of Service 

(insert name)



Date: (add)
B                                            HEALTH CARE PLAN

	Name of Child/ Young Person
	

	Date of Birth
	

	Condition(s)
	

	Date
	

	Event being attended
	

	Review Date
	


Contact Information

Family/Carer Contact 1



Family/ Carer Contact 2

	Name
	
	
	Name
	

	Phone: Work
	
	
	Phone: Work
	

	Mobile
	
	
	Mobile
	

	Home
	
	
	Home
	

	Relationship
	
	
	Relationship
	


Clinic/Hospital Contact



GP

	Name
	
	
	Name
	

	Tel. No
	
	
	Tel. No.
	


	Describe condition and give details of child/young person’s individual symptoms:

	

	Daily care requirements (e.g. before meals, physical activity etc):

	

	Describe what constitutes an emergency and the action to take:

	


	Follow-up Care (e.g. after a medical episode such as a seizure, fainting, vomiting etc):

	


	Who is responsible in an emergency: (state if different on off-site activities):

	


	Form copied to:

	


Records Keeping

To meet the requirements of the University’s data protection, records management, and information classification policies for records keeping, please see Appendix A (Sample Protocol for Administration of Medication) for more information.

C 
Example of Form for Recording Medical Training for Staff

	Name
	

	Type of Training received
	

	Date Completed
	

	Training Provided By
	


I confirm that add name has received the training detailed above and is competent to carry out add details of medication and/or procedure.

	Trainer’s Signature
	

	Date
	


I confirm that I have received the training detailed above.

	Staff Signature
	

	Date
	

	Suggested Review Date 
	


Records Keeping

To meet the requirements of the University’s data protection, records management, and information classification policies for records keeping, please see Appendix A (Sample Protocol for Administration of Medication) for more information. 

The University will retain a copy of this form from the completion of the training plus 5 years. At the end of the retention period, forms should be disposed of securely. Paper records should be disposed of using confidential waste disposal and secure shredding. Electronic copies should be deleted from IT equipment and servers, including related emails and deleted items.

D
DAILY Record of Medicine Administered to Young People
	Record of Medicine Administered          Date Administered:                                              
	Print Name
	
	
	
	
	
	
	
	
	
	

	
	Signature of Staff
	
	
	
	
	
	
	
	
	
	

	
	Refused
	
	
	
	
	
	
	
	
	
	

	
	Any Reactions
	
	
	
	
	
	
	
	
	
	

	
	Time
	
	
	
	
	
	
	
	
	
	

	
	Dose Given
	
	
	
	
	
	
	
	
	
	

	
	Special  Instructions
	
	
	
	
	
	
	
	
	
	

	
	Frequency
	
	
	
	
	
	
	
	
	
	

	
	Strength  & Form
	
	
	
	
	
	
	
	
	
	

	
	Name of Medication
	
	
	
	
	
	
	
	
	
	

	
	Childs Name
	
	
	
	
	
	
	
	
	
	


Records Keeping

To meet the requirements of the University’s data protection, records management, and information classification policies for records keeping, please see Appendix A (Sample Protocol for Administration of Medication) for more information. 

E



Parental Consent Form
TO BE COMPLETED BY THE PARENT/GUARDIAN OF ANY CHILD/ YOUNG PERSON TO WHOM MEDICATION MAY BE ADMINISTERED UNDER THE SUPERVISION OF UNIVERSITY STAFF.

	Name of Child
	
	
	Doctor’s Name
	

	Date of Birth
	
	
	Doctor’s Phone No. 
	

	School/ Event Organiser
	
	
	Doctor’s 24hour contact No.
	


Child/ Young Persons Prescribed Medication:

a) Regularly:

	Name of Drug/Medicine to be given
	How Often 
(e.g. lunchtime, after food?)
	How much?

 (e.g. 5ml/ 1 tablet)

	
	
	

	
	
	


b) In special circumstances:

	Describe what circumstances would require the administration of the medicine(s) or treatment details of the necessary dosage:

	


c) Special Procedures

	Describe under what circumstances intimate medication (e.g. rectal Diazepam) or special procedures are required:

	

	List any necessary equipment:

	


I request the administration of medicine/ related procedures be given in accordance with the above information by a responsible member of University of Sussex staff.

I understand that it may be necessary for this treatment to be carried out off campus as well as on the university premises.

I will supply the university, through my child’s school/ event organiser, any necessary medicine and related medical equipment required, in properly labelled containers. I will dispose of unused equipment/ medication at the end of period at the University of Sussex or sooner if the medication has expired.
I accept that whilst my child is in the care of the university, university staff stand in the position of the parent and may therefore need to arrange any medical aid considered necessary in an emergency, but I will be told of any such action as soon as possible.

I consent to the University using my personal data, including my child / young person’s health data, for the purposes of administering medication under the supervision of a University staff. Any personal data provided on this form will be processed in accordance with the University’s Privacy notice (link opens in new tab) and current data protection legislation.

I understand that an electronic copy of this form will be securely stored on a safe, cloud-based University supported storage option. If it exists, paper copies will be kept in locked cabinets. Access control to both electronic and paper formats will be set based on who should be able to view and access the forms. The form will only be shared internally if it was necessary based on the principled of data protection legislation.

I understand that the University will retain a copy of this form for three years from the end of the period the child/young person was on campus. At the end of the retention period, forms will be disposed of securely.

	Name of Parent/ Carer
	

	Signature of Parent/Carer


	

	Date


	

	

	Daytime telephone number
	

	Relationship to child
	


I undertake to provide advice if any changes in medication/ medical procedures are necessary.

F   

PARENTAL CONSENT FORM TO CARRY OWN MEDICATION

This form must be completed by the parents/carer. Please complete in block letters:

	Name of child:


	

	School/ Event Organiser:

	

	Condition or illness:


	

	Name of Medicine(s):


	

	Procedure to be taken in an emergency:
	


Contact Information

	Name:


	

	Daytime telephone number:


	

	Relationship to child:
	


I would like (add name) to keep their medication on them for use as necessary.

I consent to the University using my personal data, including my child / young person’s health data, for the purposes of administering medication under the supervision of a University staff. Any personal data provided on this form will be processed in accordance with the University’s Privacy notice (link opens in new tab) and current data protection legislation.

I understand that an electronic copy of this form will be securely stored on a safe, cloud-based University supported storage option. If it exists, paper copies will be kept in locked cabinets. Access control to both electronic and paper formats will be set based on who should be able to view and access the forms. The form will only be shared internally if it was necessary based on the principled of data protection legislation.

I understand that the University will retain a copy of this form for three years from the end of the period the child/young person was on campus. At the end of the retention period, forms will be disposed of securely.
Signed:
Date:


Relationship to child:

G   Instructions for the Administration of Rectal Diazepam

	Guidelines for the administration of rectal Diazepam in epilepsy for non-medical/ non-clinical staff.

NAME OF CHILD/YOUNG PERSON:

D.O.B

SEIZURE CLASSIFICATION AND/OR DESCRIPTION OF SEIZURES WHICH MAY REQUIRE RECTAL DIAZEPAM 

Record all details of seizures e.g. goes stiff, falls, convulses down both sides of 
body, convulsions last 3 minutes etc. 

Include information re: triggers, recovery time etc. 

USUAL DURATION OF SEIZURE 
OTHER USEFUL INFORMATION

DIAZEPAM TREATMENT PLAN 
WHEN SHOULD RECTAL DIAZEPAM BE ADMINISTERED

Include whether it is after a certain length of time or number of seizures. 
e.g. For a tonic/clonic seizure lasting 5 minutes or 2 tonic/clonic seizures without recovery in-between
INITIAL DOSAGE: How much rectal Diazepam given initially
USUAL REACTION(S) TO RECTAL DIAZEPAM

ACTION TO TAKE IF THERE ARE DIFFICULTIES IN THE ADMINISTRATION OF RECTAL DIAZEPAM e.g. constipation or diarrhoea
CAN A SECOND DOSE OF RECTAL DIAZEPAM BE GIVEN

IF YES, AFTER HOW LONG CAN A SECOND DOSE OF RECTAL DIAZEPAM BE GIVEN 

(State the time to have elapsed before re-administration takes place)

HOW MUCH RECTAL DIAZEPAM IS GIVEN AS A SECOND DOSE

WHEN SHOULD THE PERSON’S USUAL DOCTOR BE CONSULTED

WHEN SHOULD 999 BE DIALLED FOR EMERGENCY HELP

e.g. if the full prescribed dose of rectal Diazepam fails to control the seizure

WHO SHOULD WITNESS THE ADMINISTRATION OF RECTAL DIAZEPAM? 

PRECAUTIONS - UNDER WHAT CIRCUMSTANCES SHOULD RECTAL DIAZEPAM NOT BE USED e.g Oral diazepam already administered within the last X minutes.
DETAILS OF WHO/WHERE NEEDS TO BE INFORMED e.g. Prescribing GP/ Parents/ Carers


	All occasions when rectal Diazepam is administered must be recorded. 
I consent to the University using my personal data, including my child / young person’s health data, for the purposes of administering medication under the supervision of a University staff. Any personal data provided on this form will be processed in accordance with the University’s Privacy notice (link opens in new tab) and current data protection legislation.
I understand that an electronic copy of this form will be securely stored on a safe, cloud-based University supported storage option. If it exists, paper copies will be kept in locked cabinets. Access control to both electronic and paper formats will be set based on who should be able to view and access the forms. The form will only be shared internally if it was necessary based on the principled of data protection legislation.

I understand that the University will retain a copy of this form for three years from the end of the period the child/young person was on campus. At the end of the retention period, forms will be disposed of securely.

This plan has been agreed by me.

Signed:
Date:



	THIS PLAN HAS BEEN AGREED BY THE FOLLOWING: 
Signature

Date

AUTHORISED PERSON(S) TRAINED TO ADMINISTER RECTAL DIAZEPAM 
HEAD OF SCHOOL/SETTING/ EVENT ORGANISER
 


H
Medication In/ Out Log including disposal details
	Medication IN/ OUT Log
	OUT
	Signature
	
	
	
	
	
	
	
	
	

	
	
	Quantity
	
	
	
	
	
	
	
	
	

	
	
	Strength  & Form
	
	
	
	
	
	
	
	
	

	
	
	Name of Medicine
	
	
	
	
	
	
	
	
	

	
	
	Name
	
	
	
	
	
	
	
	
	

	
	IN
	Signature
	
	
	
	
	
	
	
	
	

	
	
	Quantity
	
	
	
	
	
	
	
	
	

	
	
	Strength    & Form
	
	
	
	
	
	
	
	
	

	
	
	Name of Medicine
	
	
	
	
	
	
	
	
	

	
	
	Name
	
	
	
	
	
	
	
	
	

	
	
	Date
	
	
	
	
	
	
	
	
	


Records Keeping

To meet the requirements of the University’s data protection, records management, and information classification policies for records keeping, please see Appendix A (Sample Protocol for Administration of Medication) for more information. 

I
Example Agreement to Administer Medicine

Dear

I agree that (name of child/ young person) will receive (quantity and name of medicine) every (add time medicine to be administered.) 
(Name of child) will be given/supervised whilst they take their medication by (name of member of staff). 

This arrangement will continue until (either end date of course of medicine or until instructed by parents).
I consent to the University using my personal data, including my child / young person’s health data, for the purposes of administering medication under the supervision of a University staff. Any personal data provided on this form will be processed in accordance with the University’s Privacy notice (link opens in new tab) and current data protection legislation.

I understand that an electronic copy of this form will be securely stored on a safe, cloud-based University supported storage option. If it exists, paper copies will be kept in locked cabinets. Access control to both electronic and paper formats will be set based on who should be able to view and access the forms. The form will only be shared internally if it was necessary based on the principled of data protection legislation.

I understand that the University will retain a copy of this form for three years from the end of the period the child/young person was on campus. At the end of the retention period, forms will be disposed of securely.

Date:

Signed:
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