
	

Medical Action Plan 

  

 

STUDENT NAME: _______________________________________ 
 

Medical Concern    
 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 

 

Expected symptoms 
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 

Recommended Action   
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________ 
 
 
 
Medication Administered at Home 
 

§ If medication is to be administered at school please complete 
Medication Request Form 

§ Please attach documentation from your Doctor to support 
this plan. 


