SEVERE/MIGRAINE HEADACHE CARE PLAN

Student's Name _____________________________Birth Date __________Grade_____

Parent Name____________________________

Phone: Home__________________ Work________________ Cell_________________

Doctor's Name_________________________________ Phone_____________________

Local Hospital__________________________ Phone___________________________

Symptoms:

Aura ___Nausea___ Vomiting___ Visual Disturbances___ Ears become red___ Other____Describe________________________________________________________

Location of Headache:

Entire Head___ One side___ (which side) Back___

Describe________________________________________________________________

Treatment:

Medication: 

Name_____________________________________________

Dose______________________________________________

Other: (describe)_____________________________________

I understand the nurse/designee will administer the above medications.  I acknowledge that the District, its Board of Directors, and employees shall be immune from civil liability for damages resulting from the administration of medications in accordance with this form. I understand that the above information may be released to appropriate Harrison School District employees and emergency personnel in order to facilitate health care for my child.    


________________________________________

Signature of Parent/Guardian        Date








______________________________  






Doctors Signature


       Date







______________________________  






Nurse Signature


       Date
