
 Health Services  Individual Healthcare Plan 
  
 
Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 1), 6/09 

 
Home address:    
Home phone:     
 
Parent/guardian:    
Home phone:  Work Phone:  
Cell phone:   Pager:  
 
Parent/guardian:    
Home phone:  Work Phone:  
Cell phone:  Pager:  
 
Student lives with:    
Special circumstances:    
 
In case of an emergency or if student is ill and parents cannot be reached, who should be 
contacted? 
Name:  Relationship:  
Home phone:  Work phone:  
Cell phone:  Pager:  
 
Name:  Relationship:  
Home phone:  Work phone:  
Cell phone:  Pager:  
 
Physician:    
Address:    
Office phone:  Fax:   
 
Physician:    
Address:    
Office phone:   Fax:  
 
Physician:    
Address:    
Office phone:  Fax:  
 
Preferred Hospital:    
Phone:    
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Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 2), 6/09 

 
Medical History/Assessment: 
 
Diagnoses:  
  
  
  
 
Injuries/illnesses/hospitalizations/surgeries:  
  
  
  
  
 
Medications: Strength Dose Time Given  
        
        
        
        
        
        
 
Baseline Vital Signs: T  HR  RR______ BP  Peak flow:  
Neurological:  
Respiratory:  
Cardiac:  
Nutrition:  
G/I:  
G/U:  
Mobility:  
Skin:  
Psychosocial:  
Communication:  
 
Notes:  
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Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 3), 6/09 

 
Diagnoses:  
  
  
  
 
Teacher: 
Signs to watch for:  Actions to take: 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
 
 
Nurse ext.: _______  
 
Other staff members trained to assist with medical emergencies: 
  Ext.:    Ext.:  
 
Nurses from nearby campuses trained to assist with medical emergencies: 
  Ext.:     Ext.:   
  Ext.:     Ext.:   
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Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 4), 6/09 

 
Diagnoses:  
  
  
  
 
Nurse: 
Signs to watch for:  Actions to take: 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
 
 
Other staff members trained to assist with medical emergencies: 
  Ext.:    Ext.:  
 
Nurses from nearby campuses trained to assist with medical emergencies: 
  Ext.:    Ext.:  
  Ext.:    Ext.:  
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Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 5), 6/09 

 
Nursing Diagnoses: 
  
  
  
  
  
  
  
  
 
Goals: 
  
  
  
  
  
  
  
  
 
Interventions: 
  
  
  
  
  
  
  
  
  
  
  
 
Evaluation: 
  
  
  
  
  



 Health Services  Individual Healthcare Plan 
  
 
Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 6), 6/09 

 
Notes: 
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 
I give permission for the school nurse to communicate with the above named physicians 
and release information to the appropriate school personnel regarding my child’s medical 
condition.  I understand a copy of this form will be sent with EMS in an emergency. 
 
 
    
Parent signature  Date 
 
 
    
School nurse signature  Date 
 
 
    
Administrator signature  Date 
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Name: ________________________ DOB:________  Student ID #   
Campus:______________________ Grade: ______  Date: _________________ 

BISD Form I A-9 (pg 7), 6/09 

 

Diagnoses: __________________________________________________________________________  
 
Physicians Order: __________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

Equipment needed and location: ____________________________________________ 
_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

Specific Instructions: _______________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

Clean up and storage:_____________________________________________________ 
_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

 
  __________________________________________  

 School nurse signature 


