[image: image1.png]Ll
\\/

Haliax Regional

School Board



       IN PARTNERSHIP WITH      [image: image2.jpg]AR



      

Form to be filled out by parent(s)/guardian(s)

General Health Care Plan: Management and Emergency Procedures
	IDENTIFICATION
	Child’s Name:      

	DOB:      
	Health Card No.:     

	
	Child’s Home Address:     


	
	School:     

	School Year:     

	
	Grade:            
                
	Homeroom Teacher:     
	Place Photo Here




	
	Bus driver and Bus No. (if applicable): *for office use

     
	

	
	Medical Diagnosis:     

	

	
	Special Patient Protocol:    YES  [image: image3.wmf]                NO  [image: image4.wmf]

	

	
	Wears MedicAlert®:     YES  [image: image5.wmf]                NO  [image: image6.wmf]

	

	
	MedicAlert® Number (if applicable):      
	

	
	Please describe any special needs that will require attention during school hours, or that may require emergency medical attention:

     


	
	Medical devices (internal or external), if applicable:

     


	
	List any important rules affecting health and safety  that should be followed by your child during school hours (example:  activity restrictions):
     


	
	Describe any medication(s) or medical procedure(s) that may be necessary in an emergency:

     


	
	List any suggestions helpful for behaviour management (if applicable):

     


	
	Additional information:

     


	
	Call parent(s)/guardian(s) if:  (please specify)      

	
	Plan effective on: (insert date)      

	
	Trained School Staff in this Student’s Health Care Regimen: *for office use

	
	1.      


	
	2.     


	
	3.     


	
	Person responsible for teaching school staff:        
Parent(s)/Guardian(s)  [image: image7.wmf]    Other  [image: image8.wmf]  (please specify):         
                        

	Describe typical symptoms, warning signs, and/or concerns that may indicate your child is experiencing difficulty 

or that may indicate an emergency situation.

Describe the course of action in the spaces provided for each scenario listed.

	SYMPTOMS, WARNING SIGNS AND/OR CONCERNS
	First Scenario

     
	Second Scenario
     
	Third Scenario
     

	ACTION
	Steps in Order:
     
	Steps in Order:
     
	Steps in Order:
     

	
	Please prioritize 1, 2, 3 in the order calls are to be placed.

	
	Name
	Relationship
	Home Phone No.
	Work Phone No.
	Cell Phone No.

	
	1.     
	     
	     
	     
	     

	
	2.     
	     
	     
	     
	     

	
	3.     
	     
	     
	     
	     

	 CONSENT
	Parent/Guardian Authorization Re: Consent to Release Information
I authorize and hereby consent for school staff to use and/or share information found on this form for purposes related to the education, health and safety of my child. This may include:

1.   Display of the student’s photograph in hard copy or electronic format so that staff, volunteers, and school visitors will be aware of the student’s medical condition.

2. Communication with bus operators.

3. Any other circumstances that may be necessary to protect the health and safety of the student.

Parent/Guardian Signature:  ______________________________________________________________
Print Name:______________________________________Date:__________________________________
Parent/Guardian Authorization Re: Consent to Transfer to Hospital

I authorize and herby consent for my child to be transported to a hospital if required, based on the judgement of school staff. I hereby permit a staff member to accompany my child during transport.  Please note: The school principal or designate shall decide if an ambulance is to be called.

Parent/Guardian Signature: _______________________________________________________________

Print Name: ______________________________________Date: _________________________________

Parent/Guardian Authorization Re: Consent for Treatment

I am aware that school staff are not medical professionals and perform all aspects of the plan to the best of their ability and in good faith. I agree with the responses outlined in the Health Care Plan.

Parent(s)/Guardian(s) Signature:________________________________________________________________

Print Name: ______________________________________ Date: __________________________________

Note: It is the parent(s)’/guardian(s)’ responsibility to notify the principal if there is a need to change the Health Care Plan throughout the school year. This authorization may be cancelled upon receipt of written notification to the principal.


	Authorizations:

Parent/Guardian Signature:  ___________________________________________________ Date: _________________________

Parent/Guardian Name (Print): _______________________________________________________________________________

Health Care Professional Signature: _____________________________________________ Date: _________________________

Health Care Professional Name (Print): ________________________________________________________________________

Principal Signature: __________________________________________________________ Date: _________________________

Principal Name (Print): _____________________________________________________________________________________
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