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[bookmark: _GoBack]LCSC Student Emergency Care Plan
Name: __________________________________________ DOB: ___/___/___ Age:  _____ Grade: ______
Address:  ______________________________________________________________________________
Emergency Contacts 
Name: _____________________________________ Phone_________________ Relationship: __________
Name: _____________________________________ Phone_________________ Relationship: __________
Name: _____________________________________ Phone_________________ Relationship: __________
Family MD: _________________________________ Phone ______________________________________
Specialists__________________________________ Phone ______________________________________
Preferred Hospital in Case of Emergency_______________________________________________________
Allergies_________________________________________________________________________________
History
Diagnosis: ___________________________________________________ Age of Onset: ________________

Signs and Symptoms:  _____________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Current Medications:
	Name of Medication
	Time
	Dosage

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Special Equipment______________________________________________________________
Treatments/Comments__________________________________________________________
_____________________________________________________________________________
Parent/Guardian Signature: ____________________________________Date_______________
School Nurse Reviewed: _______________________________________Date_______________
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