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SICKLE CELL ANEMIA Medical Action Plan (MAP)  
 
Name: ____________________________   School: __________________________ 

Date of birth: ______________________    Age: ______ 

Grade: ___________________________     Teacher: _________________________ 

This MAP is validated with signatures and dates, by both the licensed health care provider (Doctor of  

Osteopathic Medicine, D.O., Medical Doctor, M.D., Nurse Practitioner, N.P., or Physician Assistant, P.A.),  

and a parent/legal guardian. Recommended orders for medical interventions within this treatment plan, will  

         expire at the end of the 2025-2026 school year. 

 

 
 

 

 

 

 

 

 
A pain crisis occurs when blood vessels become blocked by abnormal shaped (known as sickle  
shaped) red blood cells, which then does not allow the tissues to receive the necessary oxygen to 
function. This crisis may occur suddenly or over a period of time. 
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Phone 2: Phone 2:  Phone 2:  
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T
ran

sp
o

rtatio
n
 O

ffice U
se O

N
L

Y
 if n

eed
ed

 

B
u

s #
 _

 _
_

_
_

_
 D

riv
er:  _

_
_

_
_
_

_
_

_
_

_
 R

o
u

te #
 _

_
_

_
_
_

_
_
_

_
 M

ed
ical F

ile _
_

_
_

_
_

_
_
_

_
_
_

_
 

 

 

 

 

 

 

Child’s picture 

Face only 

CONTACT INFORMATION 

ACTIONS 

IF ANY OF THESE SYMPTOMS ARE PRESENT: 

Headache (severe) 

Pain or discomfort 

PERFORM THESE ACTIONS: 

Chest/bone/joint/hip pain 

Upper left, abdominal pain 

Vomiting 

Swelling of hands or feet 

Other symptoms, as reported by student 

1. Initiate care and do not delay treatment. 

2. Allow student to stop activity, if needed. 

3. Allow student rest, if needed. 

4. Encourage hydration, if needed. 

5. Give medication, if ordered by licensed provider. 

6. Call home, if needed. 

6. DO NOT APPLY ICE! 

PAIN CRISIS 
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☐ YES  ☐ NO Student is independent and may perform self-care. 

☐ YES  ☐ NO Encourage hydration and/or other interventions with these instructions:  

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

 Provider’s Name: ____________________________ Hospital and/or Clinic Name: ________________________ 

 Street Address: ________________________________________________________ Suite: _________________          

 City: _____________________________________________ State: _____________ Zip Code: ______________ 

 Phone Number: ______________________________ Fax Number: _____________________________________ 

HEALTH CARE PROVIDER SIGNATURE: ____________________________________  Date: ____________ 

 I, (parent/guardian), ____________________________, request that my child, _____________________________, 

 receive the attached medical management at school, according to standard school policy. I authorize consent to the  

 ordering licensed health care provider staff and school to share information, as needed, to clarify orders and to assist 

 with my child’s health care needs. I agree to have the information, in this entire plan, shared with individuals that  

 need to know. Also, I give permission to use my child’s picture on this plan (if I did not supply a photo).  

 PARENT/GUARDIAN SIGNATURE: _______________________________________   Date: _______________ 

MEDICAL EMERGENCY RESPONSE (Whenever in doubt ALWAYS CALL 911!) 

CALL 911- if any of the following symptoms are present: Fever greater than 101° F (38°C), weakness or fatigue, weakness 

breathing, difficulty breathing, fast rate or harsh noisy breathing, noticeable change in the color of the skin, lips, fingernails. 

either side of the body, inability to speak, difficulty with memory, sudden or constant dizziness, blurred vision, changes in 

AUTHORIZED LICENSED HEALTH CARE PROVIDER ORDERS AND AGREEMENT WITH TREATMENT PLAN 

PARENT/GUARDIAN CONSENT 



ROCHESTER COMMUNITY SCHOOLS 
Authorization for Medication Administration 

School Year: 2025-2026

Student name: ____________________________________________ Date of birth: ____________________ Grade: _____________     

To be completed by the Physician or Authorized Prescriber: ONE MEDICATION PER FORM 
(Michigan law and district policy require written authorization for a student to take any medication during the school day). 

Name of medication: _______________________________________ Reason for medication: _______________________________ 

Dose (please do not give a range): _________  ☐ MG  ☐ MG/ML  ☐ ML  ☐ MCG  ☐ UNITS  ☐ OTHER:  _________________ 

____________________________________________________________________________________________________________ 

Route: ☐ Oral  ☐ Injection  ☐ Inhalation  ☐ Intra-nasal  ☐ Rectal  ☐ Topical  ☐ Transdermal (Patch)  ☐ Other: ______________

☐ Routine time(s) to be given: ☐ ______________ AM ☐ ______________ PM ☐ Other: ____________________________

☐ Frequency:    ☐ Daily  ☐ Other (please be specific): ______________________________________________________________

☐ As needed (PRN), (absent clear and objective criteria, medication cannot be administered during the school day):

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Special instructions or side effects: _______________________________________________________________________________ 

Student is both capable and responsible for self-administering this medication (applicable ONLY to high school students):  
☐ No     ☐ Yes- supervised     ☐ Yes- unsupervised

☐ YesStudent may self-carry an inhaler (applicable to all students).        
Student may self-carry epinephrine (applicable to all students).      ☐ Yes

☐ No      ☐ Not applicable
☐ No      ☐ Not applicable

START:  ☐ Date from received  ☐ Other date/duration (please be specific): ___________________________

STOP:  ☐ End of school year ☐ Other date/duration (please be specific): ___________________________

☐ For episodic/emergency events only

Prescriber Name: ______________________________ Signature: __________________________________ Date: _______________ 

Clinic/Hospital Name: _________________________________ Address: ________________________________________________ 

Phone number: _______________________________________ Fax number: _____________________________________________ 

To be completed by Parent/Legal Guardian 

I understand and agree that all medication must be in the original container, clearly marked with the student’s name, name of 
medication, and prescribed dosage. I acknowledge that I am required to immediately inform the District of any changes to the 
healthcare provider’s administration instructions. Authorization also includes permission for school personnel and health care provider 
to contact each other, if needed. I request and authorize the following (check appropriate direction below): 

☐ School personnel store and administer medication to the above-named student, as authorized by prescriber.
☐ School personnel store medication only. The above-named student shall be responsible for self-administering medication.

Printed Name: _________________________________ Signature: __________________________________ Date: _____________

Mar 2024



June 14 2023 

 

ROCHESTER COMMUNITY SCHOOLS 

Medication Procedures 
(as per standard school policy) 

 

 

• Medication authorization is for the current school year only and will expire at the end of the school year.  

 

• Only one medication per form. A separate form is required for each medication, each school year. 

 

• Written authorization with medication order completed, signed by the student’s authorized healthcare 

provider and a parent/guardian, is required before any medication can be given at school. Medications 

include prescription, and non-prescription over-the-counter, including but not limited to: homeopathic, 

herbal, vitamin, mineral preparation, topical creams or ointments, eye or ear drops, transdermal patches, 

nasal sprays or mists. 

 

• Medication administration during school hours will be permitted only when failure to do so will 

jeopardize the health of a student, or the student would not be able to attend school if the medication or 

treatment were not available during school hours. Parents/legal guardians are urged to administer 

medication at home and on a schedule, other than school hours, if possible. 

 

• Medication must be brought to school by the student’s parent/legal guardian, unless the student has been 

authorized to self-carry the medication. The district reserves the right to determine that a student may 

not self-carry for any reason. 

 

• Medication must be administered by an adult in the presence of a second adult, unless the medication is 

administered by a licensed registered professional nurse or there is an emergency that threatens the 

student’s life or health. 

 

• Parent/legal guardian will ensure that an adequate amount of medication is on hand at the school for the 

duration of the student’s need to take medication, and responsible for checking the need for refills, 

including expired medications, and replenishing medication to the school in a timely manner. 

 

• All medication must be in a container as prepared by a pharmacy, authorized healthcare provider, or 

pharmaceutical company, and clearly marked with the student’s name, the name of the medication, the 

prescribed dose, time and frequency of medication administration and special instructions, if any. 

 

• All controlled substance medication will be counted and recorded in the presence of the parent/legal 

guardian when brought to school. 

 

• Changes in dosage, frequency, or time of administration cannot be made without written instruction 

from an authorized healthcare provider. 

 

• Designated staff will be responsible for storage, administering medication and notifying parent/legal 

guardian, in the event that a student refuses medication. 

 

• Medication left over at the end of the school year, or after a student has left the district shall be picked 

up by the parent/legal guardian. Any medication not retrieved by the parent/legal guardian will be 

properly disposed of within 7 days of the last student day of school and documented by the individual 

who is responsible for administering medication. 
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