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HYDROCEPHALUS
(To be completed by Parent)							       School: ____________________________
Grade/Teacher: _____________________
Student Name: ___________________________	DOB: _________________	          Home Phone:  _____________________
Mother/Guardian: ________________________	Work #: __________________	Cell#: _________________________
Father/Guardian: ___________________________	Work #: __________________	Cell #: ________________________
Doctor: _________________________	Clinic: ___________________________	Phone #: ______________________
Emergency contact in the event parent cannot be reached:
Name: _______________________________	Phone#: ______________________________________________
List ALL medications your child takes daily: ___________________________________________________________________
______________________________________________________________________________________________________












Hydrocephalus – is an accumulation of cerebral spinal fluid within the ventricles of the brain caused by an obstruction. A shunt is a device that allows re-absorption of excessive fluid from the ventricles to some other body area.

Usual Treatment: Student follows up routinely with his physician for monitoring of shunt or for signs and symptoms of shunt malfunction. 

Signs of Emergency: 
	*Recurring intensifying headaches			*Irritability
	*Lethargy					*Dizziness and weakness
	*Nausea and vomiting				*Fever of unknown origin
	*Pain and redness along shunt track/site		*Unequal pupils
	*Unusual behavior					*Uneven balance

Actions to Take: 
1. Notify staff to observe for signs of a malfunctioning shunt (increased intracranial pressure).
2. Contact parent and nurse if signs of problems with shunt such as headache, vomiting, or decreased responsiveness occurs.
3. No activity restrictions except those of contact sports which could pose risk of head injury.
4. If trauma to head occurs, notify parent and nurse.
5. Call 911 if needed.

ADDITIONAL INSTRUCTIONS:_____________________________________________________________

As parent/guardian of above student, I consent to this plan being implemented by School Personnel.  I will supply the medication and an authorization from the physician.  I will notify the School Nurse/Principal/Teacher of changes.
I understand that this plan will be shared with all those who need to know (all student’s teachers/office personnel/bus driver, emergency responders, etc.) unless written objection is stated on this form.

_________________________________________________		__________________________
		Parent/Signature							Date












School Nurse: ______________________________________________ 	Date: __________________________________________
☐ Plan reviewed with teachers, TA’s, Bus Drivers, and other office personnels.
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