CONFIDENTIAL INDIVIDULIZED HEALTH PLAN

___________________________________________________________________________

Last Name                                                     First Name                                           Date of Birth

___________________________________________________________________________

Grade/Teacher 




Physician

___________________________________________________________________________

Date plan was written 



School Nurse

Emergency Phone No:

 1.________________________________________________________

  2.________________________________________________________

Condition/diagnosis: ____________________________________________________________________________

Date of Last Exacerbation/Episode: ____________________________________________________________________________

Medication/s: ____________________________________________________________________________

Symptoms that trained school personnel should be looking for/cognizant of, which would indicate a problem and necessary further action/ evaluation:

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

Course of action school personnel should follow:

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

Trained Staff and Date of training:

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

Signature of parent/guardian: ____________________________________________________
