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Emergency Action Plan: Postural Orthostatic Tachycardia Syndrome

(To be completed by Parent)							       School: ____________________________
Grade/Teacher: _____________________
Student Name: ___________________________	DOB: _________________	          Home Phone:  _____________________
Mother/Guardian: ________________________	Work #: __________________	Cell#: _________________________
Father/Guardian: ___________________________	Work #: __________________	Cell #: ________________________
Doctor: _________________________	Clinic: ___________________________	Phone #: ______________________
Emergency contact in the event parent cannot be reached:
Name: _______________________________	Phone#: ______________________________________________
List ALL medications your child takes daily: ___________________________________________________________________
______________________________________________________________________________________________________
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	IF YOU SEE THIS
	DO THIS

	· Lightheadedness
· Paleness, sweating
· Complains of blurry vision. “a black-out feeling”, nausea
· Complains of heart beating fast and/or feeling hot
· Complains of difficulty breathing , “chest tightness” or “just not feeling right”
	· Have student lie FLAT immediately
· DO NOT RAISE HEAD and REMAIN CALM (to prevent seizure)
· Have someone call a first responder
· Allow student to lie flat for 5 minutes
· Sit student up slowly after 5 minutes
· Have someone call parents/guardians
· When student is feeling better, encourage  some Gatorade and/or a salty snack and water

	· Student faints

Parents: Tracy Damien
                 252-214-2056
	· Call first responder or school nurse
· Lie student FLAT immediately
· DO NOT RAISE HEAD
· Student should regain consciousness within 1 minute
· Allow student to lie flat x 5 minutes
· Sit student up slowly (when awake) after 5 min.
· If consciousness DOES NOT return within 1 minute, student appears to have seizure or injury with fall from fainting, CALL 911 and notify parent/guardian.



ADDITIONAL INSTRUCTIONS:  Please allow student to have water/Gatorade to drink during school day as well as salty snacks as needed for symptoms.
As parent/guardian of above student, I consent to this plan being implemented by School Personnel.  I will supply the medication and an authorization from the physician.  I will notify the School Nurse/Principal/Teacher of changes.
I understand that this plan will be shared with all those who need to know (all student’s teachers/office personnel/bus driver, emergency responders, etc.) unless written objection is stated on this form.
_________________________________________________		__________________________
		Parent/Signature							Date










School Nurse: ______________________________________________ 	Date: __________________________________________
☐ Plan reviewed with teachers, TA’s, Bus Drivers, and other office personnels.
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