MEDICAL RESPONSE PLAN

Effective Date: Review/Termination Date:
Applicant Name: _ Student ID#:

Last First Ml
Residence Building: Room Telephone:
Home Address: Home Phone:

INSTRUCTIONS SPECIFIC TO MY MEDICAL CONDITION:

1.

2.

Type of Medical Disorder

Medications taken:

Medication location:

Symptoms/Manifestations:

Mild/Moderate: Severe/Emergency Level:
Response: F &D00 3DUDPHGLFY
F 7UDQVSRUINIR HPHUJHQF\ URRP
F 2IKHU

Preferred local KRVSLID0 LI QHHGHG BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Friend to call

Name 3KRQH
Family to notify

Name 3KRQH

, JLYH P\ SHUPLWLRQ IR UHOHDVH IIKH LQIRUPDILRQ SURYLGHG DERYH IR OHWLDK 8QLYHUWLIN\ Department of Safety,
SHVLGHQFH ZLIH (QJ0H &HQIHU DQG IDFX0I\ LQ ZKRVH FODWHV , DP UHJLVIHUHG , XQGHUVIDQG WKDIl HPHUJHQF\ PHGLFDO
assistance ma\ EH VYXPPRQHG E\ OHWLDK 8QLYHUWLIN\ personnel DQG DJUHH IR EH IX00\ UHVSRQULEOH IRU IKH FRVI RI VXFK
assistance. | am aware that | may refuse emergency medical assistance after it has arrived. , UHHDVH OHWLDK
8QLYHULIN LIV HPSOR\HHV RIILFHU DQG WUXVIHHY TURP D00 OLDELOLIN IRU LQUXUN RU ORWY ZKLFK , PD\ VXIIHU DV D UHVXO RI P\

KHDOIK FRQGLILRQ.

Signature of Applicant Date

Signature of Parent (if applicant is under 18)

Distribution:
Applicant Dept of Safety Disability Services Residence Director
(QIH &HQIHU Residence Life (PHUJHQR\ ™ LVSDIFK
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