
 
 
 
 
 

    Student’s Name:__________________________   School Year:_________   
     DOB:____________  Teacher: ___________________     Grade:________ 

    Health Care Plan for Period: _____________________  to  _________________  
 

Emergency Contacts:______________________________________________________   
Parent/Guardian Name(s)    Home Phone    Cell Phone    Work Phone 

 

 

 
Other Emergency Contact if parent/guardian is unavailable: 

               Name:__________________   Relationship:__________________ Tel. #:__________________ 

 
Primary Care Provider: _____________________________  Tel. #:__________________________ 

Specialist: _________________________________________  Tel. #: _________________________ 

Medical Condition:_________________________________________________________  
 
 
 
 

   Any Known Allergies:________________________________________________        ❑ None 
 
 

Name Dose Schedule 
   
   
   
   
   

 

Necessary Health Care Procedures at School:  
 
 
 
 
 

 
 



 
 
 

 

Equipment: ❑  None Required Provided by Parent Provided by District 
❑ ❑ 

 

❑ ❑ 
 

❑ ❑ 
 

 

I consent to have the school nurse, or school personnel designated by the school nurse, carry out the 
above plans. I give permission for the school nurse to share information and to complete staff training 
in order to carry out the above plans as determined appropriately for my child’s health and safety. 
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