
FOR LIFE THREATENING CONDITIONS ONLY 

I Surrey Sct1ools 

Please Check Medical Condition 

General  .  Asthma      Diabetes      Epilepsy

MEDICAL ALERT INFORMATION AND CARE PLAN 

(General) 

Student Name: 
---------------------------

Birthdate: 
------------

Personal Health Number: 
-------

Date Information Provided: 
-----------------------

Date when this information was reviewed by Parent/Guardian (minimum annually): 

(date of review) (date of review) 

(date of review) (date of review) 

School Emergency Contact Information: 

Name 

Family Doctor 

Mother 

Father 

Alternate Contact 

Alternate Contact 

Alternate Contact 

(date of review) 

(date of review) 

Phone Number 

Medical Condition (Physician diagnosed): __________________ _ 

Specific Symptoms to watch for: 

1. 

2. 

3. 

4. 

5.
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