









Form 3-46
CHILD AND FAMILY DEVELOPMENT PROGRAMS

Individual Care Plan

Child’s Name: 







Today’s Date: 





Child’s DOB: 




Parent(s) or Guardian(s): 





 Phone: 




Primary Health Care Provider: 





 Phone: 




Other Health Care Provider or Specialist: 









Diagnosis:  1. 


   
2. 



   
3. 




CALL PARENTS FOR: 












GET MEDICAL ATTENTION FOR:  











CALL 911 (emergency medical services) FOR:









While waiting for parent(s) or medical help to arrive: 







Medications administration and indicators:
	Medication
	Schedule

(When)
	Dose

(How much)
	Route

(How)
	Possible Side

(Effects)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


If the medication is to be administered as needed, please describe indicators for use: 


DESCRIBE ACCOMMODATIONS THE CHILD NEEDS IN DAILY ACTIVITIES 
Diet or Feeding: 













Classroom Activities: 












Naptime/Sleeping: 












Toileting: 














Outdoor Activities/Field Trips: 











Transportation:  













Other: 














Parent(s) or Guardian(s) Signature: 










Head Start Staff Signature: 











Health Care Provider’s Signature & Title: 
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