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Valid for current school year only

Student Health Services

Student _________________________________________	DOB ______________________	School year __________________

Type of Bleeding Disorder: ________________________________ 	� Mild 	     � Moderate	   � Severe    

	If this happens:
	Do this: Use Universal Precautions

	Nosebleed
	1. Have child sit with head upright, leaning slightly forward.
2. Apply continuous pressure to the nose by pinching nose for 20 minutes
3. Apply ice to bridge of nose while pinching
4. Notify nurse and/or office
5. Call parent/guardian if bleeding not stopped after 20 minutes
6. If bleeding stops within 20 min, still call parent to inform of bleeding


	Mouth Bleed
	1. Notify nurse and/or office
2. Apply ice, cold compress to area of injury with continuous firm pressure for 20 minutes
3. Call parent/guardian if bleeding not stopped after 20 minutes of pressure
4. If bleeding stops within 20 minutes, still call parent to inform of injury and to assess for need of sutures


	Bleeding from cut, scrape, or laceration
	1. Notify nurse and/or office
2. Clean wound with soap and water
3. Apply pressure and elevate the body part until bleeding stops. Must stop within 20 minutes or go to Hospital.
4. Apply sterile bandage or dressing
5. Apply ice pack to area over dressing to aid clotting and decrease pain.
6. Call parent/guardian to come if bleeding continues more than 20 minutes, or need for sutures.
7. Call parent/guardian even if bleeding stops within 20 minutes, or if no need for sutures, to inform of injury
8. Call 911 if bleeding continues or is severe or if parent cannot be reached


	If student receives an injury or a fall affecting the head, throat, neck, abdomen, back, or groin area
	1. Call parent immediately!
2. Call 911 if the parent cannot be reached and there has been an injury to the head, throat, neck, abdomen, back, or groin area within last week and student complains of pain, swelling, or tightness, OR signs of irritability, confusion, drowsiness, trouble breathing, sweating, cold, clammy skin, stiff neck, or seizure activity.
3. Have student rest and keep student calm.
4. Apply ice to affected area




Additional instructions (if needed): _______________________________________________________________________________

__________________________________________ 	_______________________________	___________________
	Parent/Guardian Signature				Phone#					Date

Emergency Contact in the event parent cannot be reached:    Name: _________________________________________
							         
Phone: ________________________________________
FOR SCHOOL USE ONLY

School Nurse Signature: _____________________________________________		Date: __________________________

�   Plan reviewed with _____________, teacher _________,TA ________, bus driver_______ Special area teachers, _____________ First Responders








File original in IHR. Copies to appropriate staff and Emergency Action Plan Notebook.						Revised: January 2020




Parental Permission and Release of Medical Information:

· As parent/guardian of above student, I consent for the employees of Duplin County School system to follow the plan and use the designated medications on my child in accordance with the instructions above.  
· I understand that I am to provide the school with medication and signed authorization form, supplies, etc. to follow the plan.
· I understand that this plan will be shared to all those who need to know (all student’s teachers/office personnel/ bus driver/ emergency responder, etc) unless written objection is stated on this form
· I hereby acknowledge that I have read, understand, and support the Emergency Health Plan.




Release of Medical Information
· I hereby authorize my child’s health care provider to release to the school nurse, principal, or other authorized school personnel, specific confidential medical information contained in my child’s record regarding his/her medical condition. Only school staff delivering health care services to my child in school will use this information.

         __________________________________________		           ________________________
		Parent/Signature							Date
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