
INDIVIDUALIZED HEALTHCARE PLAN (IHP)
Unspecified Condition Form

STUDENT NAME:________________________________________Date of Birth:______________ IHP Date:_______________________

School:___________________________________ Teacher:_________________________________ Grade:__________________________
Parent/Guardian:___________________________________________________________________________ Phone:_____________________________

Student Address: ________________________________________________________________________________________________________________

Healthcare Provider:__________________________________________________________________________ Phone:_____________________________

Assessment Data Nursing Diagnosis Goals Nursing Assessment Expected Outcome

_____________________________________________________________________________________ ________________________________________________
Parent/Guardian Signature Date
_____________________________________________________________________________________ ________________________________________________
School Nurse Signature Date


