Temple Beth Shalom 

Health Care & Allergy Action Plan

Child’s Name:  ________________________________________________

Description of chronic condition:  ___________________________________

Treatment & Notification

Symptoms: ___________________________________________________________

Action to be taken:

1. _______________________________________________________________

2.  _______________________________________________________________
3. ________________________________________________________________
Parent contact:   Name _____________________  Phone ___________________

If parent cannot be reached, call emergency contact:

Name  _____________________  Phone ___________________ Relationship __________________

Name  _____________________  Phone ___________________ Relationship __________________

Name  _____________________  Phone ___________________ Relationship __________________

Potential side effects of treatment: __________________________________________________
Potential consequences if the treatment is not administered: _____________________________

Notes:  
I authorize the above action plan.  I authorize Temple Beth Shalom to train educators to address this medical condition.
Name of Licensed Health Care Practitioner (please print): ________________________________
Licensed Health Care Practitioner authorization: ______________________  Date ____________

I consent to the above plan and give permission for this information to be posted in my child’s classroom.

Parent signature ________________________________________________  Date _____________




Attach recent photo of child here.








