EMERGENCY ACTION PLAN

NAME OF STUDENT____________________________________________SCHOOL_________________________

GRADE/TEACHER______________________________________________YEAR___________________________

PARENT/GUARDIAN_________________________________________PHONE_____________________________




_________________________________________PHONE_____________________________

HEALTH CARE PROVIDER____________________________________PHONE_____________________________
MEDICAL CONDITION:

USUAL TREATMENT:

SIGNS OF EMERGENCY:

ACTIONS FOR SCHOOL PERSONNEL TO TAKE:

ADDITIONAL INFORMATION:

PLEASE NOTE: If medications are to be taken at school, they must have a prescription label from the doctor, and a medical authorization for must be completed by the doctor and kept at school. Students are NOT allowed to transport medicines. Medical forms may be obtained from the office, and are renewed each year for each medication.
In order to make sure my child's special health needs are met, I understand and agree that the information will be shared with school staff/other personnel on a need to know basis in order to provide appropriate care. I understand and agree that the school nurse may contact my child’s doctor about this condition.

PARENT/GUARDIAN SIGNATURE________________________________________DATE______________________
NURSE__________________________________________________________________DATE_______________________
