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Valid for current school year only

                  Student Health Services									


Student ________________________________         DOB _________________  School year _____________


Student has Sickle Cell Anemia Disorder.
Sickle Cell disease is a term used to describe a group of blood disorders that have in common a predominance of sickle hemoglobin.  Sickle Cell Disease is usually inherited.  Red blood cells containing sickle hemoglobin change shape when oxygen is released and often resemble sickles.  Because of the abnormal shape they may reduce or block the flow of blood in small blood vessels.

Warning Signs and Symptoms:
	*Pain, swelling, and heat in joints		*Irritability		*Fatigue
	*Sudden onset of pallor (paleness)		*Jaundice		*Headaches
	*Loss of appetite				*Fever

Symptoms of Crisis:
	*Severe, generalized pain		*Severe headache	*Weakness on one side
	*Abdominal pain or distention		*Abnormal behavior	*Difficult to arouse
	*Breathlessness				*Rapid pulse		*Blood in urine

Actions to take at school:
· Allow child to rest
· Contact Parents
· Encourage fluids, if alert
· If unable to arouse, call 911 and transport to  _____________________ Hospital.  Also transport if unable to contact parent and there are signs of rapid pulse, breathlessness or abdominal pain.

Additional instructions: ____________________________________________________________________
[bookmark: _GoBack]


____________________________________	__________________________ 	_________________
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

image1.png




