Cardiovascular Action Plan
Student’s Name: _____________________________________Birthdate:_____________ 

Diagnosis/Significant Medical History: ________________________________________
________________________________________________________________________
Activity Level
⁯No Restrictions






⁭Minor Restrictions
May participate in physical education






Competitive aerobic sport allowed- 
and all related activities, including sports.





ONLY COMPETITIVE ISOMETRIC 










SPORTSARE RESTRICTED (Such 










as football, wrestling, and power 










weight lifting)

⁯Major Restrictions

⁯Aerobic- May participate in all recess activities/physical education if rest periods are permitted and non-endurance (ex. Less then 


¼ mile) recreational sports with rest periods. Significant isometric activities should also be avoided.

⁯Isometric- May participate in all recess activities/physical education if rest periods are permitted and endurance aerobic 



activities.  Isometric sports are restricted- these include no football, no wrestling, and no power lifting (lifting



more than 50% of body weight).



⁯Modified Physical Education Program Only- No prolonged running activities; no sports activities, 









no weight lifting.


⁯No Physical Education Program- No physical education or sports activities until further notice. No heavy 







Lifting or activities that stretch the arms.

⁯Special Conditions

Please describe including recommended actions for an emergency: ____________
__________________________________________________________________

___________________________________________________________________________________________________________________________
Basic First-Aid Care and Comfort:

Please describe basic first aid procedures:______________________________________

_______________________________________________________________________
Emergency Response:
Cardiovascular Emergency Protocol
(check all that apply and clarify below)
⁯Vital Sign parameters: BP__________, Heart rate_______________, Respiratory Rate_______________
⁯Call 911 for transport to _________________

⁯Notify parent or emergency contact

⁯Administer emergency medications as indicated below

⁯Notify Doctor

⁯Other__________________________________
Treatment Protocol During School Hours (include daily and emergency medications)

	Emerg.

Med. √
	Medication
	Dosage and Time of Day Given
	Common Side Effects & Special Instructions

	
	
	
	

	
	
	
	

	
	
	
	


Physician Signature________________________________________Date:__________________________

Parent/Guardian Signature___________________________________ Date:_________________________
