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DISTRICT SCHOOL BOARD

HEALTH CARE PLAN (OTHER)

*This form should be completed for serious health conditions that require
emergencyprocedures and daily routine management.

Diagnosis:

Description of the Condition:

STUDENT INFORMATION

Date created

Student Name

DOB

School

Student Photo (optional)
Teacher(s)

Any other medical condition or allergy?

MedicAlert® ID [(JYes [ No




EMERGENCY PROCEDURES

IF ANY OF THE FOLLOWING SYMPTOMS OCCUR (LIST SYMPTOMS):

TAKE ACTION:

STEP 1:

IF ANY OF THE FOLLOWING OCCUR:

e Other

THIS IS AN EMERGENCY:

Call 9-1-1 for an ambulance. Follow 9-1-1 communication protocol with emergency responders.

While waiting for medical help to arrive:

v" Stay calm, reassure the student and stay by his/her side.
v" Notify parent(s)/guardian(s) or emergency contact.

Other:




EMERGENCY CONTACTS (LIST IN PRIORITY)

RELATIONSHIP DAYTIME PHONE ALTERNATIVE PHONE

Staff are required to use the Medical Incident Record Form to document medical incidents and
medical emergencies.

Medical Incident: A circumstance that requires an immediate response and monitoring, as the incident may
progress to an emergency requiring contact with emergency medical services

Medical Emergency: An acute injury or iliness that poses an immediate risk to a person’s life or long-term
health and requires assistance and contact with medical emergency services

This form can be found by accessing the student’s Health Care Plan in SSNET. Each incident should be
recorded on the form

DAILY/ROUTINE MANAGEMENT (if applicable)

Please describe preventative or daily routing management:

Storage and location of spare medication and other supplies if applicable:

Disposal of unused medication and medical supplies if applicable (supply and disposal of unused medication
and/or medical supplies are facilitated by the family):

Other Instructions:




AUTHORIZATION/PLAN REVIEW

INDIVIDUALS WITH WHOM THIS PLAN OF CARE IS TO BE SHARED
[J School Staff
Other Individuals To Be Contacted Regarding Plan Of Care:

Before-School Program Il Yes I No

After-School Program [ Yes [ No

School Bus Driver/Route # (If Applicable)
Other:

This plan remains in effect for the 20___ 20___school year without change and will be reviewed on or
before: . Itis the parent(s)/guardian(s) responsibility to notify the
principal in writing if there is a need to change the plan of care and administration of medication (if
applicable) during the school year.

I/We hereby request that the York Region District School Board, its employees or agents, as outlined,
administer the above procedure to my/our child. The York Region District School Board employees are
expected to support the student’s daily or routine management, and respond to medical incidents and
medical emergencies that occur during school, as outlined in board policies and procedures.
Parent(s)/guardian(s) and students acknowledge that the employees of the York Region District School
Board, who will administer the related procedures, are not medically trained. At all times it remains the
responsibility of the parent(s)/ guardian(s) to ensure that clear instructions and current physician’s orders
are provided to the principal.

Parent/Guardians(s) Date
(Signature)

Student Date
(Signature)

Principal Date
(Signature)
Personal information on this form is collected under the authority of the Education Act, R.S.0. 1990, c. E.2.,
and Personal Health Information Protection Act, 2004, S.O. 2004, c. 3., and managed in accordance with the
Municipal Freedom of Information and Protection of Privacy Act, R.S.0., 1990, c. M.56. It will be used for the
purposes of establishing and supporting emergency procedures and daily routine management for serious
health conditions. Questions or concerns about the collection, use, and sharing of this information should be
directed to your school principal or the Board’s Privacy Office, 60 Wellington Street West, Aurora, Ontario,
L4G 3H2 (905-727-3141).

Distribution:

Original: Secure location accessible by school staff

Original: Scanned and uploaded to SSNET

Original: Scanned and sent to Student Transportation Services Copy:
Parent/Guardian

Copy: File in the OSR

RETAIN: Current school year + 1 year

Relevant Forms:

Self-Administration of Medication Staff Administration of Medication
Medical Incident Record (accessed via SSNET under Health Care Plan)
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