Cedarview Learning Center Too Inc
Medical Plan of Action

Child’s Name:  _______________________________	DOB:  _________________
Child’s Condition:  _____________________________________________________________________
_____________________________________________________________________
Is there anything that may trigger this condition?  If so, what and ways to prevent it.  ___________________________________________________________
_____________________________________________________________________
What would you like Cedarview to do in the event of a medical emergency having to do with the above condition?  Please list in the order you would like us to proceed.  
1.  _____________________________________________________________
2.  _____________________________________________________________
3.  _____________________________________________________________
4.  _____________________________________________________________
5.  _____________________________________________________________

Emergency Contact #’s:  

Mom Name:  ______________________________	Mom #:  ____________________
Dad Name:  _______________________________	Dad #:  _____________________
Other:  _______________________________________________________________
Other:  _______________________________________________________________

Anything else we should know:  _________________________________________
_____________________________________________________________________
_____________________________________________________________________


Parent Signature:  ______________________________	Date:  _________________
