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Student Services 

Health Care Action Plan—Migraines 

 
 

Name:  DOB:   

ID#:  Grade:  Parent/Guardian:    

Address:  City/State/Zip:     

Home Phone:  Work Phone:  (mother) (father)    

Emergency Contact:    

Primary Care Provider:    

Specialist:    

 

 
 
 

 
 
 

 
 

 
 

Interventions: 
1. Allow to rest, preferably in a quiet, darkened room for 20 minutes after taking 

medication, if needed. 
2. If medication isn’t taken soon enough and symptoms aren’t relieved, notify parents. 

 

 
 

 

Phone:   

Phone:   

Phone:     

 

 

 
 

 

I give permission for the information contained on this HCAP to be shared with adults in the school setting that will be working with my child 
on a need-to-know basis. This HCAP will remain in effect for one year or until the health status or physician’s orders change. It is the 
responsibility of the parent/guardian to notify the school nurse whenever there is any change in the student’s health status or care. 

 
 

   

School Nurse Date Parent/Guardian Date Health Care Provider Date 

Fax School 
Please return form to: 

Symptoms and History of Migraines (including age of onset, aura or prodromal symptoms, if nausea or vomiting occurs, visual changes, etc.) 

Medications available at school for treatment 

Restrictions/Precautions 



Headache Action Plan and Medication Orders for School/Childcare    Date: ____________________ 

Name:           Date of Birth:   ___ 

School: ___________________________________               Grade: _____________________ 

Emergency Contact:    Phone: ___________   

Treating Provider:    Phone: ___________ 

Headache Information 

My diagnosis is: Triggers:  

Aura (if any): 

I authorize the quick-relief medication(s) listed in the Yellow Zone:  
Provider’s Signature ________________________________ Date __________ 

Parent/Guardian’s Signature _________________________ Date __________ 

Parent/Guardian Phone Numbers:  1)___________________2) _______________ 

School Nurse’s Signature ____________________________ Date __________  

 to be administered by school personnel 
 to be administered only by parent 
 Student understands the proper use of 

his/her medication and in my opinion can 
carry and administer at school independently, 
in alignment with school policy. 

Green Zone – Prevent more headaches 

It may take 4-6 weeks to see a big change, so stick with it! 
Visit www.headachereliefguide.com to manage your 
headaches 

• Get enough sleep; keep a regular schedule
• Eat healthy foods; don’t skip meals
• Drink enough water; avoid caffeine
• Get regular exercise; manage your weight
• Learn ways to relax; manage your stress

Yellow Zone – 1st line and 2nd lines 
Go to the health office right away. Take your quick relief 
medicine as soon as your headache starts. 
•Drink some water or sports drink if you can
•Allow to rest in a dark, quiet place for up to 30 minutes,
and practice your relaxation exercises (e.g., deep
breathing, guided imagery), if you can
•You may need a different PE activity, dark glasses, or a
quiet place to work for a while
Parent: let provider know if child needs to take their
quick relief medicines 3 or more days a week or if this
plan is not working.

1) Take ____               Dose  

Route  _____        May repeat after _____ hours. 

2) Take ____               Dose 

Route  _____  May repeat after _____ hours. 

3) Take ____               Dose  

Route  ______    May repeat after _____ hours. 

Red Zone – Time to get more help – 3rd line 
If headache persists and student is unable to participate 
in schoolwork after all above 
treatments/accommodations have been offered: 

Parent needs to contact provider’s office if: 
• Child’s headache is much worse, lasting much longer

than usual
• Parent needs to call 9-1-1 if child experiences any of

these symptoms: loss of vision, unable to move side of
their face or body, trouble walking or talking,
unconscious, semi-conscious, unable to respond, or is
very confused.

• Contact parents to pick up student and administer
further medications at home.

• Call 9-1-1 if child experiences any of these symptoms:
loss of vision, unable to move side of their face or
body, trouble walking or talking, unconscious, semi-
conscious, unable to respond, or is very confused.

• Call parent/guardian and school nurse.
• Stay with child and remain calm.
• Help child to practice relaxation techniques.

“This document and the information it contains was created by Children’s Hospital Colorado (“CHCO”) to serve as a guideline and reference tool for use by CHCO
employees while acting within the scope of their employment with CHCO. The information presented is intended for informational and educational purposes only. It is
not intended to take the place of your personal physician’s advice and is not intended to diagnose, treat, cure or prevent any disease. The information should not be
used in place of a visit, call, consultation or advice of your physician or other health care provider. Copyright © Children’s Hospital Colorado 2018 All rights
reserved. No part of this document may be reproduced without written consent from the author. ” Rev. 07/18

http://www.headachereliefguide.com/
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