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HEALTH MANAGEMENT PLAN (OTHER THAN ASTHMA)

Name:  ______________________________________________

Year:  200__  

Teacher:  ____________________________



Grade:  ______

CHILD’S MEDICAL CONDITION:
______________________________________________________

__________________________________________________________________________________________

Signs and Symptoms:  ______________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

WHEN WELL

Medication  _______________________________________________________________________________

Dose            ________________________________________________________________________________

Special consideration for school activities  _______________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

WHEN NOT WELL

Signs and Symptoms:  ______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Actions if symptoms get worse:  ______________________________________________________________

Medication:  ______________________________________________________________________________

Dosage:         ______________________________________________________________________________

Frequency:   ______________________________________________________________________________

Route:           ______________________________________________________________________________

Emergency Contacts

Parent/Guardian
________________________________________ (  ________________________
Other                     
________________________________________ (  ________________________

Doctor’s name

________________________________________ (  ________________________

Hospital

________________________________________ (  ________________________                

I authorise the nurse, teacher, or office staff to administer the above medication as required.  

Parent’s/Guardian’s signature  _________________________​​​_​​_____
Date  ____/____/______

