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[bookmark: _GoBack]                  Student Health Services									


Student ____________________________________	         DOB __________________	School year ________________

This student has a noted history of nosebleeds. If the student experiences a nosebleed while in school, these management steps should be taken:

1. Have the student press both nostrils firmly and persistently against the middle partition of the nose (nasal septum), with the student in the upright position, for 5 to 10 minutes to allow a clot to form.
2. Reassure the student.
3. May apply a cold compress over the bridge of the nose.
4. Keep student quiet, sitting up, and breathing through the mouth.
5. Discourage nose blowing, repeated wiping, or rubbing the nose for several hours after.
6. Notify parent/guardian and advise immediate medical attention:
· If bleeding is not controlled in 10-15 minutes
· If student has repeated nose bleeds on the same day
· If the bleeding is of great magnitude.
7. Additional comments/ Instructions: _______________________________________________

____________________________________________________________________________

	To prevent another nosebleed, for the next few hours:
· Do not bend down or lift anything heavy
· Keep head higher than the level of the heart
· Do not blow nose.
	




____________________________________	__________________________ 	_________________
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 _____________, teachers _________,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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