San Benito Consolidated Independent School District
Office of Student Health Services

ACANTHOSIS NIGRICANS REFERRAL
Dear Parent/Guardian:
Your child recently was observed during routine healthcare and/or participated in the acanthosis nigricans screening program.  It is the recommendation of the school nurse that your child be seen by his/her physician due to the results of the screening.
Acanthosis nigricans is a brown to black, poorly defined, velvety hyperpigmentation of the skin.  It is commonly found in the folds of the skin, such as the neck and armpits.  These markings in children can be a primary marker that signals high insulin levels, which is a sign of insulin resistance.  Insulin resistance creates the potential risk of developing Type 2 diabetes.
Your cooperation is essential.  The importance of proper follow-up in this matter cannot be emphasized enough.  Please return form to nurse once physician has seen child and completed form.

____________________________ACANTHOSIS NIGRICANS SCREENING RESULTS____________________________

Student’s Name: ________________________________	Date of Birth: _________________	Grade: __________

Screened by: ___________________________________	Date of Screening: _____________	School: __________

Observations: ___________________________________________________________________________________
_______________________________________________________________________________________________ 

___________________________________TO BE COMPLETED BY PHYSICIAN________________________________

Physician’s findings: ______________________________________________________________________________
Diagnosis: ______________________________________________________________________________________
Treatment: _____________________________________________________________________________________
Referral to specialist: _____________________________________________________________________________
Additional comments: ____________________________________________________________________________

______________________________		________________________________	__________________
[bookmark: _GoBack]         Physicians’ Signature				     Printed name of physician			                       Date
