
General Medical Action Plan

Student Name: _________________________________________  DOB: __________________

Teacher/Grade: _____________________________________

Diagnosis: ____________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Signs and Symptoms:
● _________________________________________________
● _________________________________________________
● _________________________________________________
● _________________________________________________
● _________________________________________________

If symptoms occur, do the following: ________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

If medications are required, please fill out a Permission to Administer Medication form for each medication.

Routine care or special equipment required (other than medication): _______________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

When to call 911: _______________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Emergency Contacts:
Name/Relationship: Number:

a. _______________________________ __________________________

b. _______________________________ __________________________

Healthcare Provider Name:_______________________________________________

Healthcare Provider Signature:____________________________________________  Date:__________________

Parent/Guardian Signature:_______________________________________________  Date:__________________

Reviewed by School Nurse: _______________________________________________ Date: __________________


