	Infection control - Infectious Disease Incident Log 


	Date
	Child Name
	Symptoms
	Action Taken
	Parent Contacted / Time
	Notes
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Classified - Confidential

Classified - Confidential

Classified - Confidential

	Child Safeguarding - Incident Reporting Log

	Date of Incident
	
	Time of incident
	

	Child Involved
	
	Area of occurrence 
	

	Description of Issue
(Only the name of the child referenced above should be recorded here, other children should not be named)
	

	Action taken by staff
(Only the name of the child referenced above should be recorded here, other children should not be named)
	

	Follow-up actions
(Only the name of the child referenced above should be recorded here, other children should not be named)
	

	Signed By:
(Staff)
	
	Date:
	

	Signed By:
(Parent/Guardian)
	
	Date:
	

	Signed By:
(Afterschool Manager)
	
	Date:
	


Administration of Medication Policy 
Medication Consent Form for Student

To be completed by the Parent / Guardian

Child Name: 				________________________________________
Date of Birth: 			________________________________________
Parent/Guardian Name: 		________________________________________
Contact Phone Number: 		________________________________________
Name of Medication: 		________________________________________
Reason for Medication: 		________________________________________
Dosage: 				________________________________________
Method of administration (oral/inhaler/etc.): ________________________________
Time/Frequency medication should be given: _______________________________
Start Date: 			______________________________________________
End Date: 			______________________________________________
Special Instructions (if any):  ____________________________________________
I give permission for staff to administer the medication described above to my child. 
Parent/Guardian Signature: _____________________________ 
Date: __________________________
Administration of Medication Policy
Self‑Administration Medication Risk Assessment

Child Name: 		___________________________________ 
Date of Birth: 	___________________________________
Medication Name: 	___________________________________
Medical Condition: 	___________________________________
1. Is the child capable of administering the medication independently?  Yes / No
2. Has the parent/guardian provided written consent for self‑administration?  Yes /No
3. Has the child demonstrated correct use of the medication?  Yes / No
4. Where will the medication be stored? ___________________________________
5. What supervision arrangements are required?
_____________________________________________________
6. Identified Risks:
_____________________________________________________
7. Control Measures / Safety Measures:
_____________________________________________________

Parent/Guardian Completing Assessment: __________________________
Parent/Guardian Signature: __________________________            
Date: __________________

Staff Member Completing Assessment: __________________________
Signature: __________________________        
Date: __________________________
Child Safeguarding - Reporting Child Protection and Welfare Concerns

Add TUSLA document here.





















Complaints Policy - Complaint Register
	Date received
	Nature of complaint
	Complainant
	Action taken

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




	Medication Administration Record Sheet This record must be completed each time medication is administered

	Date
	Child Name
	Medication
	Dose
	Time Given
	Staff Name & Signature
	Notes

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




                                                              Drop-Off and Collection Policy – Attendance Record
	Attendance Record
	Day
	
	Date
	
	Attendance Record
	Day
	
	Date
	

	Name
	Arrival Time
	Departure Time
	Collection Method
	Staff Sign/Date
	Name
	Arrival Time
	Departure Time
	Collection Method
	Staff Sign/Date

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	




[bookmark: _GoBack]
Date Adopted: ___________________

Review Date: ___________________


Signed: ___________________
              Tracey Jones -   Manager / Service Provider 
    Acting Principal of Newtownwhite ETNS 
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