CONCHO VALLEY COUNCIL OF GOVERNMENTS ﬁ
-

do
. SAN ANGELD
CVCOG RURAL HEAD START SAISD HEAD START/

325-944-9666 EARLY HEAD START
325-947-3703

Individualized Health Care Plan

Child’s Name: DOB: | Age: |
Center Name: Room #:
Parent’s Name: Phone #:
Address: Alternate Ph #:
Physician(s) Name: Physician Ph #:
Health Concern: IEP/IEFSP:
[Yes| [NOJ[ |

Description of Health Concern:

Health Concern: History (to be completed by physician)

Signs of an Emergency (if applicable)

Health Concern: Medication / Treatment (to be completed by physician)

Signatures: Date:

Parent/guardian:

Physician:

On/Site Supervisor:
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