
 

 

Emergency Health Care Plan 
 

 
Student’s name: _____________________________________DOB_____________________ 
 
Teacher’s name: ____________________________________Grade_____ Date___________ 
 
Diagnosis: ____________________________________________________________________                                             
 
History of Problem:  ___________________________________________________________   
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Action: 
1.____________________________________________________________________________ 
2.____________________________________________________________________________ 
3.____________________________________________________________________________ 
 
Emergency Contacts: 
 
Parent 1:  (print name) _____________________________________________________ 

home______________________ work___________________________________   
cell________________________________________________________________ 
 

Parent 2:  (print name) ____________________________________________________ 
home______________________ work___________________________________ 
cell________________________________________________________________ 
 

Contact:  (relationship) ____________________________________________________ 
 home______________________ work___________________________________ 
 cell________________________________________________________________ 
 
Contact:  (relationship) ____________________________________________________ 
 home_______________________ work__________________________________ 
 cell________________________________________________________________ 
 
Contact:  (relationship) _____________________________________________________ 
 home_______________________ work__________________________________ 
 cell________________________________________________________________ 
 
Physician:  (print name) ____________________________________________________  

office phone________________________________________________________ 
 
Parent’s signature:  ________________________________________Date___________ 


