MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM
MEDICAL HISTORY and CONSENT

SICKLE CELL DISEASE 
Student: _______________________________ DOB____________ Teacher: ______________ Grade: ______

School: ____________________________Parent/Guardian & Phone(s): _______________________________ Physician & Phone: __________________________________​​​​_________ School Year: __________________

KNOWN ALLERGIES: ____________________________________________________________________

Dear Parent/Guardian:

School records indicate your child has sickle cell anemia.  In order to attend to your child’s health and safety, the school requires a complete medical history.  Please return this form to the nurse as soon as possible.  It will become part of your child’s confidential school health record.  With your specific written consent, the nurse will share this information with specific school personnel strictly on a “need to know” basis.  Please keep us informed of any changes in your child’s condition or medication schedule.  Our primary concern is that your child’s healthcare needs are met while in school.  
________________________________________________      __________________________________     ____________________

                          School Nurse                            




  Phone 



   Date

1. At what age was your child diagnosed with sickle cell disease? _______________________________________

2. Has your child experienced any complications due to the disease? ((all that apply)

( Frequent kidney infections (blood in the urine) ( Lung infections (chest pain, cough, difficulty breathing, and fever)

(Heart problems (systolic murmurs) ( Skin problems (ulcers, skin sores) ( Anemia (pallor, jaundice, fatigue)  

( Gallbladder problems (gallstones) (Bone and joint problems (pain episodes) ( Eye problems (Seizures

( Other, please explain: ____________________________________________________________________

3.   Has your child ever been hospitalized for a sickle cell crisis?    ( No (Yes   If yes, last hospitalization date? _______________

4.   Please list the medications your child takes for sickle cell disease:

                      Name of Medication                                Dosage                               Time     

    ______________________________________________________________________________

 5. List any other medications your child takes?

                         Name of Medication                                Dosage                               Time     

    ______________________________________________________________________________
6.  List any side effects from the above medication(s) your child experienced? _______________________________

If medications must be given during school hours, an Authorization for Medication form must be completed every school year.  It must be filled out and signed by you and your physician.  Medications used in school must be in the original container.  When you have a prescription filled, ask the pharmacist for two containers; one for school and one for home use.  If your student participates in field trips and needs medication during that time, a separate container may be necessary for that day as well.

CONSENT

Please circle your response and sign:(I do /I do not) give the School Nurse my permission to share information relevant to my child’s medical status with school staff on a “need to know” basis, if she/he determines that this information is necessary to assure my child’s health and safety.

PARENT/GUARDIAN SIGNATURE: _____________________________________ DATE: ____________________

MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

SCHOOL EMERGENCY CARE PLAN - 
Student: ___________________________ DOB: ____________ Teacher: _____________ Grade: _______

Parent/Guardian & Phone(s): ___________________________________School Year: __________________
SICKLE CELL DISEASE ACTION PLAN:  Follow the attached Physician Sickle Cell Action Plan; if not submitted, see school responder sickle cell action plan, unless otherwise indicated.
	School Responsibilities/Agreements
	Family Responsibilities/Agreements
	Student Responsibilities/Agreements

	1. Medication Kept:
Trained staff authorized to administer medication (review plan, recognize symptoms and respond)

	1. Provide medication for school site/replace any expired medication
	1. Report early warning signs of sickle cell   episode.

	2. Staff to contact 911/parent/guardian:

	2.Keep school staff informed of any changes in student condition or medications
	

	3.  Staff to direct EMS to the emergency:
	3. Parent or designated adult, as noted on emergency alert card, to respond to school when called.
	

	4.  CPR certified staff:

	  
	

	5.  Substitute teacher instructions:  

	
	

	
	
	

	. 


	
	

	
	
	


________________________________                                                        ___________________

        Parent/Guardian Signature     




                      Date
  ________________________________



        __________________

  Principal or School Administration Designee




         Date


   

    ____________________________


                     _________________


     School Nurse                                                                                                               Date

MIAMI DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

SICKLE CELL CRISIS ACTION PLAN
Student: ___________________________ DOB: ____________ Teacher: _____________ Grade: _______

Parent/Guardian & Phone(s): ___________________________________School Year: __________________
The responder will take the following action if your child has a sickle cell crisis during school hours, unless otherwise indicated.
Signs and Symptoms:

· Abdominal pain

· Pains in hands, feet, legs, back, chest
· Fever >101

Immediate action to take:

· Give medication, per Authorization for Medication 

· Notify the parents/guardian
· Allow the student to rest in the clinic.

· If condition worsens or fails to improve, see below:
	If You See This:

· Sudden Pallor (especially lips, gums, nails)
· Severe abdominal pain
· Lethargy (unexplained tiredness)
· Perspiration
· Weakness
· Difficulty breathing

	Immediate action for school nurse to take:

· Call 911
· Notify parent/guardian 



Please sign and date below:
________________________________                                                        ___________________

        Parent/Guardian Signature     





            Date
MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

CONFIDENTIAL INDIVIDUALIZED HEALTH CARE PLAN 

SICKLE CELL ANEMIA
Student: ___________________________ DOB: ____________ Teacher: _____________ Grade: _______

Parent/Guardian & Phone(s): ___________________________________School Year: __________________
 Goals:   
 1.  To prevent/decrease the number of painful sickle cell events                                                                                       
     
 2.  To maintain adequate hydration as prescribed in the health maintenance plan                                                                   
 3.  To develop and implement an action plan for potential complications of sickle cell disease including an emergency care plan for life               threatening symptoms                                                

NANDA (North American Nursing Diagnosis Association) Nursing Diagnosis
Risk for altered tissue profusion – renal, cerebral, cardiopulmonary, gastrointestinal or peripheral vascular.  (NANDA 1.4.1.1)

	Nursing Intervention Classification (NIC)
	Date Completed

	Nursing Outcome Classification (NOC)
	Mid/End Year Update

	Assist in developing an individualized care plan with student, parent/guardian and staff  (N.D. 1-5)
Assist the student to develop self-care skills (N.D. 8,18) 

Provide health education opportunity for individuals or group (N. D. 1-18)


	 
	Symptom Control Behavior (NOC)

Scale: 3-Consistently  2-Sometimes  1-Never

__Will follow prescribed individualized health care plan.(N.D. 1-5)

__Participate in his/her sickle cell disease management (N.D.8,18)

__Recognize warning signs of sickle cell event and know what to do, if occurs (N.D.1-18) 
	


Nursing Evaluations: (Sign & Date)

Initial Assessment:  ____________________________/__/___

Mid Year: ___________________________________/__/___
End Year: ___________________________________/__/___

PRN Update: ___________________________________/__/___
 Parental approval of student Health Care Plan:

 Signature of parent/guardian: _________________________________ Date:  ______________    
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