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Australian Capital Territory

EDUCATION AND TRAINING




GENERAL MANAGEMENT AND 
EMERGENCY TREATMENT PLAN
For schools and preschools
This record is to be completed by parents/carers in consultation with their child’s doctor (general practitioner). Parents/carers should inform the school immediately if there are any changes to the plan. Please print your responses clearly in the blank spaces where indicated.
The department collects the information contained in this form to provide or arrange first aid and other medical treatments for students. The information collected will be held at your child’s school and will be made available to staff of the school and to medical or paramedical staff in the case of an accident or emergency. The information contained in the form is personal information and it will be stored, used and disclosed in accordance with the requirements of the Privacy Act 1998(Cwth). Parents/carers note that in the absence of an Emergency Treatment Plan only standard First Aid should be administered.

Personal Details

	Student’s Name: ...............................................................    Sex:  M  /  F      Date of Birth: ……………...............

School: …………………………………………………………   School Year:………………
Name of Student’s Doctor: …....................................................... Telephone No: …................................….

	Emergency contacts
	Contact 1
	Contact 2
	Insert student’s photo here

	Relationship to student
	
	
	

	Name
	
	
	

	Home Phone
	
	
	

	Business Hours Phone
	
	
	

	Mobile No
	
	
	


Medical Information

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
In an Emergency follow the Plan below that has been ticked (().

 FORMCHECKBOX 
 Emergency Treatment Plan  (If insufficient space please attach an additional sheet.

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
OR
 FORMCHECKBOX 
 My Child’s Emergency Treatment Plan Provided by Doctor (attached)

I verify that I have read this Emergency Treatment plan and agree with its implementation.

Signature of Doctor: ………………………………………….Date:………………………..Date of Plan:…………………...

Signature of Parent/Carer:…………………………………….. Date:…………………………..
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