
 CARDIAC Individual Health Plan 
Name: Birth 

Date: 

School:  Grade 

 (diagnosis) :  _____________________     (description)
‘’ 

*If medication is needed during school, a signed Medication Authorization Form must be on file in the health room.

EMERGENCY CARE PLAN 

SIGNS & SYMPTOMS OF CARDIAC ISSUES: 
 Dizziness
 Fatigue
 Shortness of breath

CALL PARENT WITH ANY CONCERNS 

If student is unconscious, CALL 911, get AED, and start CPR 
MEDICATION/TREATMENT ORDERS:   Can be filled out by licensed health care provider; MD, DO, ND, DMD, DC, PA, ARNP, CNM.
IHP can be filled out by School Nurse based on BSD “Medication Authorization Form – 3416P Exhibit A” or other completed provider orders. 
*In accordance with RCW 18.79.040, if a registered nurse is on site, they may utilize the nursing process, which includes assessment, specialized
knowledge, judgment, and skill in determining plan of care or treatment.

Licensed Health Care Provider’s signature: 

Signature authorizes medication for length of school year 

Date: Phone: 

School year: Fax: 

 

PARENT/GUARDIAN/STUDENT (age 18 and older) RESPONSIBILITIES: 
• I will notify the school nurse of any changes in health status or healthcare provider instructions.
• I will keep track of expiration dates for the medication(s) and replace if expired or used.
• I will provide prescription medication(s) in original pharmacy container labeled with student name, medication

name, strength of medication, dose, and time of administration OR I will provide non-prescription medication in
the original container with the student name.

• I understand for “self-carrying” medication, back-up medication in the health room is recommended.
• Students who “self-carry” medication are responsible for carrying medication during school and for all school

clubs, activities, sports, field trips.

CURRENT HOME 
MEDICATION*: 

Dose/Time: Side Effects: 



• If my student attends extended day/childcare, clubs before- and after-school, evening, and summer activities, I 
will notify the program director of my student’s medication and health care needs.   

 
 

Parent/Guardian/Student (age 18 and older) - Please check only one box & sign below: 
☐ I request that I/my student be allowed to self-carry and/or self-administer this medication. 
☐ If I do not/my student DOES NOT self-carry, I request that the authorized/trained person(s) at school assist me/my 
student in taking the medicine(s) described above.  
 
 

If I/my student has permission to SELF-CARRY and/or SELF-ADMINISTER THIS MEDICATION I/my student understands the 
responsibility of self-carrying medication at school and recognizes the school will not track compliance, expiration, or amount.  
 

I agree to hold harmless and indemnify the school and Bellevue School District’s officers, employees, and agents against all 
claims, judgments, or liabilities arising out of any injury resulting from reasonable and prudent administration of medication, the 
reasonable performance of health care procedures, or the liabilities arising out of self-administration and self-carrying of 
medication by my student/me. BSD staff have been trained to assist with medication administration. 
 

I accept this Individual Health Plan.  My signature gives permission for exchange of information between the School Nurse 
and the Health Care Provider regarding this medication order. 
 
 
 
 
 

Parent/Guardian/Student (age 18) signature:  
 
      

Date:       
Phone:        

       
 

INDIVIDUAL CONSIDERATIONS  
Classroom: Teacher to inform substitute teachers of the student’s Individual Health Plan        
Field Trip Procedures: If your student does NOT self-carry, medication and IHP will accompany student during any off-campus 
activity. Student who self-carry are responsible for their own medication.  
School Nurse: Will notify teachers, other school staff, transportation, and nutrition services of student’s IHP 
 

 
Please return to: 

School Nurse: 
 
      

Email:               @bsd405.org 
Phone:  425-456-      

Fax: 425-456-      
Updated 3/8/24 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
CPR 

 

IF UNCONSCIOUS: START CPR 
1. Ask person if they are OK. If they don’t respond, call 911. 
2. Ask someone nearby to get an AED 
3. Tilt person’s head back and listen/look for breathing 
4. Place hands over the center of their chest (right under nipples) 
5. Push on hands using heel of hand and keep arms straight. 
6. Keep pushing 100-120 times per minute, 2 inches down.  
7. Let chest come back up between compressions.  
8. You can give 2 mouth-to-mouth rescue breaths (pinching nose) for every 30 seconds of 

compressions or continue compression-only-CPR until more help arrives.  
 

 
See also BSD Policy/Procedures: 2410 Student Health; 3411 Life Threatening Health Conditions; 3413 Student Immunization and Life-Threatening 
Health Conditions; 3416 Medication at School; 3418 Emergency Treatment 
Other resources: https://my.clevelandclinic.org/health/treatments/21675-heimlich-maneuver; 
https://my.clevelandclinic.org/health/treatments/17680-cardiopulmonary-resuscitation-cpr  

 

https://my.clevelandclinic.org/health/treatments/21675-heimlich-maneuver

