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SICKLE CELL ANEMIA
(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: ___________________________________________________________________
______________________________________________________________________________________________________















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:_____________________________________________________________
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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