
St. Michael’s Berwick     2008 
Emergency Procedure for children with  
Serious medical conditions 

 
 

Student’s name: _______________________Date of birth: __/__/__ 
Age:________Grade:__________  Teacher’s name:_____________ 
Parent/ Guardian’s name: __________________________________ 
Phone: home __________ work ___________ mobile ____________ 
Emergency contact: Name_______________ Phone (  ) __________ 
Doctor’s Name:________________________ Phone (  ) __________ 
 
 

School’s Emergency Action Plan 

This section is to be completed by the student’s Doctor in consultation with their Parent/Guardian. 

 
1.   What is the child’s condition and usual triggers to this condition? 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
2.  What are the student’s usual symptoms? 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
3. What are the student’s signs / symptoms of worsening condition?  

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
4.  Please indicate EMERGENCY ACTION PLAN ( STEP by STEP) 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
 

 

 

Attach Child’s  
photo here 



 
5.  Is medication usually required at school ?   

� No   
� Yes ( please provide the following information) 
 

Medication Dosage How often 

  
 

 
 
 

 

 
 
 
 
 

IMPORTANT  Please notify any changes to this plan in writing. 
 
 
 

DECLARATION 
In the event of an emergency at school, I agree to my son/daughter receiving the treatment 
described above.  I also agree to pay all expenses incurred for any medical treatment 
deemed necessary. 
Parent / Guardian’s Signature:_____________________Date___/___/___ 
 
 

Doctor’s comment (if any): 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 

 
Doctor’s signature: _____________________________Date ___/___/___ 
 

It is a requirement for children who suffer from life threatening conditions to have their medication  
at school AT ALL TIMES.  This medication needs to be clearly named and labeled with 
administering instructions.   
 
It is the responsibility of parents to ensure any medication brought to school is in sound working 
order and not out of date. 
 
St. Michael’s School requires this documentation to be updated by your child’s physician/specialist 
annually. 


