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HEALTH CENTER

MEDICAL ACTION PLANS FOR SCHOOL

Parent or Guardian of __________________________________________________Grade___________

You have indicated your child has medical concerns.  In order for the school nurse to plan for care of your child at school (including classroom, cafeteria, or other areas as appropriate), please complete all areas below and return to the school nurse as soon as possible.  Please sign on reverse side.  Feel free to contact the school nurse if you have any questions.

Allergies to Medications or Foods?                ____Yes    ____No   

If yes, please list the allergies and what actions you take if contact is made with that item:

Allergic to:  _____________________________     Food intolerance: __________________________

How child reacts: _____________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Action taken if has contact with item:  ___________________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________

__________________________________________________________________________________

Has history of Seizures or Convulsions?             ____Yes    ____No

If yes, please describe the seizures, cause (if known), and actions you take:

Date of last seizure:  _________________________________________________________________

What occurs during the seizure?  ________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Action taken if seizure occurs:  ________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

See back side to complete
and sign.
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Other condition or medications that we need to be aware of?          ____Yes    ____No

If yes, what is the condition and medication(s):

Condition:  ________________________________________________________________________

__________________________________________________________________________________

Medication(s):  _____________________________________________________________________

__________________________________________________________________________________

Please describe any precautions that need to be taken at school and what action taken if there is a problem:

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Your participation in developing a plan for your child’s welfare and safety at school is critical.  The school nurse helps develop a plan for your child to avoid exposure to any controllable allergen or food.  Included in the child’s individualized plan are steps to take if problems do occur.  If  medical circumstances necessitate, a formal accommodation plan (504) may need to be developed to ensure that everyone adheres to the plan that best protects your child.   Please contact me with any questions or any change of medical condition.

School Nurse      Julie Griffin,LPN                                  Phone:  623-445-3710
I give my consent for the nurse to share with school staff the above medical concerns for my child so that early identification of any problems can be identified and child referred to nurse and parent.

X  Signature  _____________________________________     Date________________

                      (Parent or Guardian)

Be sure to complete front side as well.
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