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Comprehensive Family Services, Inc.
Head Start/Early Head Start1221 Henry Avenue, Beloit WI  53511

(608) 299-1500   (   Fax: (608) 299-1629

INDIVIDUAL HEALTH SERVICE PLAN
             Class Code__________
	Child’s Name: 
	
	
	D.O.B.: _____/_____/_____

	Parent/Guardian Name:
	
	Phone:
	

	Parent/Guardian Name:
	
	Phone:
	

	Emergency Contact:
	
	Phone:
	

	Allergies:
	
	
	

	Health Care Provider:
	
	Phone:
	

	Teacher/Family Advocate:
	
	Site/Loc ID:
	


Review only when any team member feel changes may be necessary.
Review date: _________,   _________,  _________
	Health Concern:  (Please describe)
	

	
	

	
	

	
	


	Signs or Symptoms:  (What should staff be alerted to?)
	

	
	

	
	

	
	


	Response:  (How would you like staff to respond?)
	Identify special accommodations that may be needed for transplantation..

	
	

	
	

	
	


	 Accommodations are Needed?  (Restricted physical activity, dietary restrictions, environmental control measures, transportation

	
	

	
	

	
	


Child Involvement:

Does your child understand his/her condition?
( Yes        ( No


Does he/she participate in management of care? 
( Yes        ( No
	Current Medications:
	
	
	

	Medication(s) Name
	Dosage Amount
	Prescribed Times to Give
	Dosage Frequency

(How far apart to be given)

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	


Will medication be at school?


( Yes        ( No

If yes, a Medication Authorization Form, completed by Health Care Provider and parent/guardian, is required prior to medication administration.



Received?


( Yes        ( No

Can child self-administer medication?

( Yes        ( No

Bus Rides and Field Trips:
Is medication needed for field trips?
( Yes        ( No

Is medication needed for bus rides?
( Yes        ( No

If yes, designated classroom staff will follow the Medication Authorization procedures for administering and monitoring medications while on field trips.

Parent Directives:
	Equipment and supplies provided by parent/guardian:
	Comments:



	
	

	
	

	
	


Training Needs:

Is specialized training necessary for classroom staff? 

( Yes        ( No


If yes, Nurse Consultant will offer training.  


Will parent/guardian be available to assist with that training in order to individualize and meet the child’s health care


needs?






( Yes        ( No

All team members, including transportation and nutrition staff, should sign. Signature implies understanding of and commitment to carrying out this plan.
As a parent or guardian, I understand that failure to follow through on this plan could result in my child/ren having to leave the program and be placed back on a wait list.

	
	
	

	Parent/Guardian Signature                           Date
	
	Health Consultant /Rock Co. School Nurse   Signature                                                                              Date

	
	
	

	Staff Signature                                             Date
	
	 CDHTL/CFHA Signature                                                                                                                          Date


	
	
	

	Team Member Signature                             Date
	
	RSTL Signature                                                Date

	
	
	

	Team Member Signature                             Date
	
	Team Member Signature                                   Date


CC: Parents, teacher file, FRW/FA file                       
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2
3

