	ORIGINAL — Medical File    
	Date

	cc:  Med. Box
	

	cc:  Primary Health Care Provider
	

	cc:  Parent 
	

	cc:  
	

	cc:  
	


PROGRAM NAME HERE
INDIVIDUAL HEALTH AND EMERGENCY MANAGEMENT PLANS

	NAME:
	
	DATE PLAN WRITTEN:
	

	
	
	
	
	
	

	DOB:
	
	REVISION DATES:
	

	
	
	
	

	PARENT(S) NAMES:
	
	HOME PHONE:
	

	
	
	
	

	MOTHER Work #:
	
	FATHER Work #:
	

	
	
	
	

	PRIMARY CARE DOCTOR:
	
	PHONE #:
	

	
	
	
	

	SPECIALISTS:
	
	PHONE #
	

	
	
	
	
	

	Medical Diagnosis:
	

	
	
	
	
	
	

	Health History (past and present):
	

	
	
	
	
	
	

	Allergies:
	

	
	
	
	
	

	Medications:
	

	
	
	
	

	TX/PREVENTATIVE

STEPS
	SYMPTOMS OF EMERGENCY
	EMERGENCY

MEASURES

	
	
	


	PERSONS RESPONSIBLE FOR PROCEDURE/MEDICATION: 

	Director
	
	Parent
	

	Teacher
	
	
	

	Assistant Director
	
	
	

	
	
	
	


 





Parent’s Signature: _________________________________________________           Date: ________________________











Physician’s Signature:                                                                                                         Date:








