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-------------------------------------------------------------------------------------------------------- 
MEDICATION & ILLNESS FORM

Child’s Name: ___________________________________________________ 

Address:
____________________________________________________ 

Date of Birth:
____________________________________________________ 

Parent/Guardian Name: 
_________________________________________

Phone Numbers:
______________________________________________

G.P.’s Name & Phone No. _____________________  ___________________ 

Care Plan provided: 

____________________
	Illness/Allergies
	Medication & Dose
	Observe for



	1.


	
	

	2.


	
	

	3.


	
	


Le Chéile National School


Roxboro Road,


Limerick. V94 X2TR


Phone:   061 310744


Roll No:  20459 O


Email: lecheilens@gmail.com


Website: www.lecheilens.ie














