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Student Name: ____________________________________
Date of Birth: ____________
Teacher: _______________________ Grade: ____________
School : ________________

Guardian Information:

Mother’s Name: ________________________

Father’s Name: _________________

Home #: ______________________________

Home#: _______________________

Work #: ______________________________

Work #: ______________________
Mobile/Other:__________________________

Mobile/Other: __________________

Address: ______________________________

Address: ______________________


________________________________


________________________

Note: This student has a health condition of which the school system staff needs to be aware.  The description of this problem, as well as emergency care, individual considerations are stated below: 
Medical Diagnosis/Condition: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Action Plan for School: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications (Dosage/Frequency): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Individual Considerations: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician/Health Care Provider Signature: _________________________ Date: _____________
Parent Signature: _____________________________________________ Date: _____________

