Individual Health Care Plan                 
Effective Date:  ___________________________ Review Date:  ________________________________
_________ 504 Plan		_________ IEP                      _________ Medical Alert                      
	STUDENT INFORMATION                                                                     

	Student:
	School Year: 
	School:

	Date of Birth:
	Age:
	Grade:

	Parent/Guardian:

	Lives with:      ____ Both Parents    ____Mother   ____ Father    ____ Other__________________________ 

	Parent/Guardian Phone:
	Parent/Guardian Phone:

	Parent/Guardian Cell:
	Parent/Guardian Cell:

	Other Contact:
	

	Physician:
	Phone:

	Physician:
	Phone:

	School Nurse:
	Phone:

	MEDICAL CONDITION/DIAGNOSIS

	ALLERGIES ____________________________  NKDA ☐



*** A completed 




Hospital Info: _________________________________________________________

Hospital phone: ______________________________________________________

	HEALTH ACTION PLAN

	








	MEDICATIONS (include dosages/time)

	None ☐

*** A completed    


  **Medication



	DIETARY CONCERNS

	None ☐





	TRANSPORTATION

	None ☐





	TRAINED STAFF/EQUIPMENT

	None ☐







As a parent/guardian of  ___________________________________________, I give my permission to the school nurse and other trained designated staff to perform and carry out the health tasks as outlined in this Individual Health Plan (IHP). I understand that the information contained in this plan will be shared with school staff on a need-to-know basis. It is the responsibility of the parent/guardian to notify the school nurse whenever there is any change in the student’s health status or care. Parent/Guardian are responsible for the maintaining of necessary supplies, medications and equipment.

Parent/Guardian __________________________________________________________ Date __________________________

Physician ___________________________________________________________________ Date __________________________

School Nurse _______________________________________________________________ Date __________________________

Administrator ______________________________________________________________ Date __________________________

Other ________________________________________________________________________ Date ___________________________

Other ________________________________________________________________________ Date ___________________________

                 *** A completed Medication Authorization Form must be signed by both parent and physician and on file before 
                         any medication can be given or carried at school.
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