
 

 

BYMS Medical Emergency Action Plan  
 

Name of Student:______________________________________________________________________ 

 

Date of Birth:_________________ Grade:______________ School Year:_________________________ 
 

Diagnosis:____________________________________________________________________________ 

 

Please describe circumstances and/or symptoms that would require student to receive 

treatment:____________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Treatment Plan: 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Medication Dosage (if part of treatment plan):______________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Emergency Contacts: 

 

Parent Name:_________________________ Phone number:__________________________________ 

 

Parent Name:_________________________ Phone number:__________________________________ 

 

Other Name/Relationship:_______________________ Phone Number: _________________________ 

 

Other Name/Relationship:_______________________ Phone Number: _________________________ 

—------------------------------------------------------------------------------------------------------------------------------------------ 

Authorized Staff will administer treatment even if parent/guardian cannot be reached. 

 

Parent/Guardian Signature___________________________________Date:______________________ 

 

Physician Signature________________________________________Date:_______________________ 

 


