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General Student Health Plan Form

Student Name: ________________________________________

Description of Health Concern or Special Need:

Physician: ______________________________  Physician Contact: __________________

Background Information: (please include symptoms for our staff to watch for)

Please describe the actions that should be taken by program staff to ensure your child’s health and safety: 
Please describe the actions that you, as parent or guardian, will take to ensure your child’s health and safety while enrolled in the After School Program:

Does your child require medication? ( YES  (  NO  If yes, please fill out the attached Physician Authorization Form.

Do you give CalSERVES permission to administer or assist your child in administering medication? 

 ( YES  (  NO
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