[bookmark: _GoBack]APPENDIX 1
RECORD OF AGENCIES INVOLVED
Child’s Name:     ___________________________________________
DOB:       _________________________________________________ 
Address:     _______________________________________________    
Parent/Carer:     ___________________________________________
GP:     ___________________________________________________
School Nurse/Health visitor:     _______________________________
Continence Advisor:    ______________________________________ 
Physiotherapist:     _________________________________________
Occupational Therapist:    ___________________________________
Hospital Consultant:    ______________________________________
Physical/Sensory Service:     ________________________________
Social Worker:     _________________________________________
Others: __________________________________________________
___________________________________________________
___________________________________________________









APPENDIX 2
RECORD OF INTIMATE CARE INTERVENTION
Child’s Name: _______________________________________
DOB: ______________________________________________
Name of support staff involved: ___________________________________________________
Date: ______________________________________________
Time:  _____________________________________________
Procedure: _________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
Further comments: ___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
Signature(s): ________________________________________
___________________________________________________





APPENDIX 3
WORKING TOWARDS INDEPENDENCE PLAN
Child’s Name: ________________________________________
DOB:   ______________________________________________
Date of Plan: ________________________________________
Name of support staff involved: ______________________________________________
I can do: 
______________________________________________
______________________________________________
______________________________________________
I will try to do:
 ______________________________________________
______________________________________________
______________________________________________
Review date: __________________________________________
Parents/Carer: _________________________________________
Child (if appropriate): ___________________________________
Personal Assistant: _____________________________________
Senior Management/SENCO: 
_____________________________________________               _






APPENDIX 4
TOILET MANAGEMENT PLAN
Child’s Name: ____________________________________________
DOB: ___________________________________________________
Date of Plan: _____________________________________________
Name of support staff involved: ___________________________________________________
Area of need: _____________________________________________
Equipment required:_________________________________________________
Location of suitable toilet facilities: ___________________________________________________
Support required: ___________________________________________________
Frequency of support:__________________________________________________

Signed:
Parent/Carer: ___________________________________________________
SENCO: ___________________________________________________








APPENDIX 5
AGREEMENT BETWEEN CHILD AND PERSONAL ASSISTANT
Child’s Name: ______________________________________________
DOB: ______________________________________________
Personal Assistant’s Name:____________________________________
Date of Agreement: _________________________________________
Personal Assistant
As the Personal Assistant helping you in the toilet you can expect me to do the following:
• When I am the identified person I will stop what I am doing to help you
• I will avoid all unnecessary delays
• I will treat you with respect and ensure privacy and dignity at all times
• I will ask permission before touching you or your clothing
• I will check that you are as comfortable as possible, both physically and emotionally
• If I am working with a colleague to help you, I will ensure that we talk in a way that does not embarrass you
• I will look and listen carefully if there is something you would like to change about your Toilet Management Plan.
Child
As the child who requires help in the toilet you can expect me to do the following:
• I will try, whenever possible to let you know a few minutes in advance, that I am going to need the toilet so that you can make yourself available and be prepared to help me
• I will try to use the toilet at break time or at the agreed times
• I will tell you if I want you to stay in the room or stay with me in the toilet.
• I will tell you straight away if you are doing anything that makes me feel uncomfortable or embarrassed
• I may talk to other trusted people about how you help me. They too will let you know what I would like to change
• We will review this agreement on: ___________________________________
• Child (if appropriate): ___________________________________
 Parent/Carer: ___________________________________
• Personal Assistant: ___________________________________




















APPENDIX 6
PERMISSION FOR DROMORE ROAD PRIMARY SCHOOL TO PROVIDE INTIMATE CARE
I understand that;
• I give permission to the school to provide appropriate intimate care support to my child e.g. changing soiled clothing, washing, toileting, administering medication.
• I will advise the Principal of any medical complaint my child may have which affects issues of intimate care.
Name:  _________________________________________________
Signature: _______________________________________________
Relationship to child:_______________________________________
Date: ___________________________________________________
Child’s Name: ____________________________________________
DOB: ___________________________________________________
Male/Female: ____________________________________________
Address:
 ___________________________________________________
Tel. Number(s): ___________________________________________








Appendix 7
Communication Proforma for Intimate Care
How I Communicate
Name: ________________________________________
Date: _________________________________________
I communicate using words / signs / communication
book / communication aid / body movements.
I indicate my likes / preferences by ________________
I indicate my dislikes by _________________________
I show I am happy by ________________________ and
unhappy by ___________________________________
If appropriate please complete the following
When I need to go to the toilet I ___________________
When I need changed I __________________________
Additional information __________________________
______________________________________________
______________________________________________

Signed:
Speech and Language Therapist:
Occupational Therapist: 
Key worker/s :_________________________________
Contact-Number/s :______________________________
Parent / carer signature :__________________________
