BREMOND ISD SCHOOL HEALTH OFFICE

INDIVIDUAL HEALTH ACTION PLAN

Health Action Plan for ________________________________________________________________________________
Diagnosis       Seizures   ___________________________________________ Date of Diagnosis ________________
Brief Medical History _______________________________________________________________________________

_________________________________________________________________________________________________

Medications _______________________________________________________________________________________

Restrictions on activity, if any _________________________________________________________________________

Restrictions on diet, if any ​​​​​​​​​​​​​​​ ____________________________________________________________________________

Signs/ symptoms of health problem _____________________________________________________________________

__________________________________________________________________________________________________

Corrective/ supportive action needed   Lay student on the ground and remove any objects nearby student.   Provide first aid / emergency care as needed.  If in distress or seizures persists, call RN, EMS and parents.
___________________________________________________________________________________________________

___________________________________________________________________________________________________

Other information ___________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

____________________________________________________________________________________________________

Emergency Contact Information
Notify trained school personnel in the following situations:   With any seizure activity.
___________________________________________________________________________________________________

Names of school personnel trained to be care providers / date of training 
ALL school personnel given seizure first aid handout         _______________/______________________

____________________________________________________________________________/______________________ 

Notify Parent/Guardian or Emergency Contact in the following situations:   With any seizure activity.
___________________________________________________________________________________________________ 

Parent/guardian __________________________________________________________Relationship _________________
Telephone 1. ______________________ 2. __________________________ E-mail  ______________________________

Emergency Contact _____________________________________Relationship______________Telephone _____________
Emergency Contact _____________________________________Relationship______________Telephone _____________

Doctor:______________________________________________________Telephone(s) ____________________________

Address: _____________________________________________________Fax____________________________________
This Health Action Plan has been reviewed by:   

________________________________________________________      _____________________________                                 

Student's Doctor                                                                                           Date
_________________________________________________________    ____________________________
School Nurse                                                                                                Date
_________________________________________________________    ____________________________

School Administrator                                                                                   Date

I, the undersigned parent or guardian, do hereby authorize Bremond ISD staff to contact directly the persons named on this
 form, and to release my child to his or her care. I authorize the named physician to render emergency treatment as 

deemed necessary.
 In the event my child is seriously ill or injured, I authorize Bremond ISD staff to make whatever arrangements necessary to
 obtain appropriate care for my child.

I will provide updated information to the school health office immediately upon any changes in my child’s condition
 or plan of care.

I will keep the nurse’s office updated with my current address, phone numbers, and emergency contacts, so that  a 
responsible person can be reached at all times for my child.  

Bremond ISD has my permission to share this information with staff members as is necessary in order to provide the best 
care for my child.  

Bremond ISD has my permission to provide and receive information regarding my child’s immunization record and/or
 health concerns with my doctor’s office or health clinic.
Acknowledged and received by:   

  

_________________________________________________________    ____________________________

Student's Parents or Guardians                                                                    Date

  

_________________________________________________________    ____________________________

Student                                                                                                         Date     
 Effective Dates ___________________________________ Review Dates___________________________

