[bookmark: _GoBack]EMERGENCY ACTION PLAN 
Name:____________________________________________                                       DOB:_______________
Address:__________________________________________			School:__________________
Parents/guardians:_______________________________			Grade:__________________
________________________________________________________________________________________________________________________________________________________________________________________	
Healthcare Provider:__________________________________________________________________


	Health Concern:


	If found unconscious/unresponsive, call EMS, initiate CPR Use AED

	IF YOU SEE THIS:
	Do This:

	



	

	




	

	



	

	




	

	Trained Staff Members:

	Emergency Medication Location:



I was involved in the planning of, and/or agree with, the procedures identified in the above plan.  I give permission for this information to be shared with appropriate staff at school.


			
School Nurse                                      Date		Parent                                                 Date

In case of emergency transport this sheet should accompany student.

