
Johnson City Schools

Health Services

Cardiac Action Plan

Cardiac Diagnosis: _______________________________________________________________

Cardiac Surgeries: q YES    q NO Last Cardiac Event:______________________________

Student allowed to participate in physical education or other activities at school? 

q YES- may fully participate

q NO- Please explain/list limitations: ______________________________________________

A "cardiac emergency" for this student is defined as: _____________________________________________________________

Name of Medication:   __________________________________________________________________________

Dose:___________________________________                                     Route: ___________________________

Side effects/Special Instructions: __________________________________________________________________________

______________

Date

_____________________________

Parent/Guardian Signature Printed Name

_______________________

It is understood that any medication is administered solely at the request of and as an accommodation to the undersigned parent or guardian. I 

understand that I am responsible for furnishing all medications. The school nurse has permission to communicate with the healthcare provider 

regarding this medication and plan of care including, but not limited to, orders, clarification of orders, etc. I understand that the healthcare provider 

may disclose protected health information in consultation with the school nurses. All information obtained will remain confidential and be available 

on a need-to-know basis to those individuals who are involved in providing for your child’s health and educational needs at school. In consideration 

of the acceptance of the request to perform this service by any person employed by the Johnson City School System, the undersigned parent or 

guardian hereby understands and agrees that the Johnson City School System and its personnel shall not be liable for any injury resulting from the 

reasonable and prudent administration of medication or the reasonable performance of health care procedures, including the administration of 

medication. I, the undersigned parent or guardian hereby understand and agree that Johnson City Schools and its personnel shall not be liable for 

any injury resulting from the student’s self-administration of the medication, if applicable per health care provider’s selection above, while on 

school property or at a school-related event or activity unless in cases of wanton or willful misconduct.  I will notify extra-curricular staff about the 

health plan and care to be given during after school activities, if applicable. By signing, parent indicates agreement with the individual health plan 

as described by healthcare provider. 

_______________________________________________________________________________________________________________________________

Healthcare Provider Name/Title Healthcare Provider Signature

__________________________________ _________________________ ______________________________

Phone Number Fax number Email

PARENT/GUARDIAN - Please Read and Sign Below

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Other Instructions:_________________________________________________________________________________________

___________________________________________________________________________________________________________

Emergency Response

Cardiac Protocol: 
Activate Emergency Response Team, call 911, contact school nurse and parents, administer 

emergency medication if ordered below. 

Cardiac Warning signs and symptoms:_________________________________________________________________________

__________________________________________________________________________________________________________

Does this student have any special internal or external equipment we need to consider in the school setting? (Parents will 

provide supplies/equipment) qNO   qYES- Please describe 

___________________________________________________________________________________________________________

________________________________________________________________________________

PARENT/GUARDIAN 

Name: ________________________________________________ Date of Birth: ____________________ School Year:___________

School: _________________________Grade: ______________ Teacher/Homeroom: ____________________________________

*Invalid if altered by anyone other than child's provider."

Healthcare Provider-Please complete

Parent/Guardian: _______________________________________Phone: _______________Email: __________________________

Address: ______________________________________________ City/State/Zip: _________________________________________

Secondary Contact: ________________________________________________ Phone: _____________________________________

Verified by School Nurse: Initials_________ Date:__________ Reviewed 03/26


