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THIS INFORMATION EXPIRES ON JUNE 30, 2026 

MEDICAL MANAGEMENT PLAN – MUST BE COMPLETED BY PHYSICIAN OFFICE 

STUDENT’S NAME: ________________________________________________________ DATE OF BIRTH: ______________________ 

SCHOOL: _____________________________________________ TEACHER: _______________________________ GRADE: ________ 

CONDITION: _________________________________________________________________________________________________ 

SYMPTOMS AND CONSEQUENCES: _______________________________________________________________________________ 
__________________________________________________________________________________________________ 
MEDICAL MANAGEMENT ACTIONS: 

IF THIS: PERFORM THIS ACTION: 

  

  

  

  

  
EMERGENCY PROCEDURES: _____________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

EMERGENCY CONTACT: __________________________ PHONE NUMBER: ________________ RELATIONSHIP: __________________ 

GENERAL SAFETY RECOMMENDATIONS AND RESTRICTIONS– MUST BE COMPLETED BY PHYSICIAN OFFICE 

CLASSROOM: _________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

CAFETERIA: __________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

PLAYGROUND/GYM: ___________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

FIELD TRIPS: _________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

TRANSPORTATION: ____________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

OTHER: _____________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

HEALTHCARE PROVIDER: _______________________________________________________________________________________ 

ADDRESS: _______________________________________________________ PHONE: ________________ FAX: ________________ 

HEALTHCARE PROVIDER SIGNATURE: _________________________________________________________ DATE: ______________ 

TO BE COMPLETED BY PARENT/GUARDIAN: 
I, (parent/ guardian), ___________________________ request that my child, _________________________, receive the above 
described medical management at school according to standard school policy, and for the ordering healthcare provider staff and 
school staff to share information as needed to assist my child with their identified health care needs.  

PARENT/GUARDIAN SIGNATURE: _____________________________________________ DATE: _____________________________ 


