
Laurel Public Schools 

Individualized Health Care Plan 

 

Student: ____________________________ DOB: _________________________ School Year: ________ 

Grade: _________________ School: ____________________________Teacher:___________________ 

 

Emergency Contact:_________________________________________Phone:_____________________ 

Healthcare Provider:_________________________________________Phone:_____________________ 

 

Diagnosis:_____________________________________________________________________________ 

_____________________________________________________________________________________ 

Symptoms:____________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Restrictions:___________________________________________________________________________ 

_____________________________________________________________________________________ 

Treatment:___________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Additional Instructions:__________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

Parent Name: _________________________________________________________ Phone: _________________ 

 

Parent Signature: ___________________________________________Date: _______________________________ 

 

Physician Signature: ____________________________________________Date: __________________________ 

 


