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 Emergency Action Plan
Valid for current school year only

                  Student Health Services									



Student _________________________________________	DOB ______________________	School year __________________


This student has a history of heart rhythm disorder and has an (ICD) implantable cardioverter-defibrillator.

Emergency Plan:
Since the student is at risk, however slight, of having a sudden cardiac event, it is essential that an emergency plan be in place including the entire campus.
· The school should designate at least 5 staff members with current CPR and AED skills. All staff should have training in recognizing a sudden cardiac event, location of the AEDs, and activation the school’s emergency response plan.
· On field trips and other activities away from school, there should be at least one adult with a cell phone to call 911 in case of emergency.

If there is ever any concern from the staff member regarding the well-being of the student, call 911 and notify parents.
· If the student complains of palpitations, rapid heart rate, or chest pain, the parents should be notified and advised to seek medical care.
· If the student faints and/or receives a shock from the device but regains consciousness quickly, call 911 and notify parents.
· If the student becomes unresponsive, call 911 and initiate CPR protocol. Get an AED as soon as possible, turn it on, put the patches/pads on the child, and follow the voice prompts. Remember to place the AED pads at least one inch from the ICD.
· If student is transported to any medical facility, in case of emergency, The Medtronic Implanted Device ID card should be given to EMS. The student has a copy of her defibrillator card in her backpack. A copy of the card may also be found in nurse’s office (EAP notebook), the main office (EAP notebook), and in the AED folders.

Activity/ PE restrictions: This student may participate in the following activities from the cardiac standpoint:
· Physical education classes and recess including running, jumping, playground activities.
· May participate in cheerleading.
· Use household electrical appliances in good condition such as cell phones, computers, and microwaves.

ADDITIONAL INSTRUCTIONS:  
· It is recommended that this student stay well hydrated. 
· Please allow this student to carry a water bottle at school and use the restroom as needed. 
· This student should be allowed to rest at his/her own discretion ad this should not be held as grounds for a lower grade.

__________________________________________ 	_______________________________	___________________
	Parent/Guardian Signature				Phone#					Date

Emergency Contact in the event parent cannot be reached:    Name: _________________________________________
							         
Phone: ________________________________________
FOR SCHOOL USE ONLY

School Nurse Signature: _____________________________________________		Date: __________________________

�   Plan reviewed with _____________, teachers _________,TA ________, bus driver_______ Special area teachers, _____________ First Responders












File original in IHR. Copies to appropriate staff and Emergency Action Plan Notebook.						Revised: January 2020
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Parental Permission and Release of Medical Information:

· As parent/guardian of above student, I consent for the employees of Duplin County School system to follow the plan and use the designated medications on my child in accordance with the instructions above.  
· I understand that I am to provide the school with medication and signed authorization form, supplies, etc. to follow the plan.
· I understand that this plan will be shared to all those who need to know (all student’s teachers/office personnel/ bus driver/ emergency responder, etc) unless written objection is stated on this form
· I hereby acknowledge that I have read, understand, and support the Emergency Health Plan.




Release of Medical Information
· I hereby authorize my child’s health care provider to release to the school nurse, principal, or other authorized school personnel, specific confidential medical information contained in my child’s record regarding his/her medical condition. Only school staff delivering health care services to my child in school will use this information.

         __________________________________________		           ________________________
		Parent/Signature							Date
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