MIAMI DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

MEDICAL HISTORY and CONSENT

ATTENTION DEFICIT DISORDER (ADD) / ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD)

Student: _______________________________ DOB____________ Teacher: ______________ Grade: ______

School: ____________________________ Parent/Guardian & Phone(s): _______________________________ Physician & Phone: ___________________________________________ School Year: ___​​​​_______________

KNOWN ALLERGIES: ____________________________________________________________________

Dear Parent/Guardian:

School records or medical information indicates your child has ADD or ADHD.  In order to attend to your child’s health and safety, the school requires a complete medical history.  Please return this form to the nurse as soon as possible.  It will become part of your child’s confidential school health record.  With your written consent, this information will be shared with specific school personnel strictly on a ‘need to know’ basis.  Please keep us informed of any changes in your child’s condition or medication schedule.  Our primary concern is that your child’s healthcare needs are met while attending school.
________________________________________________      __________________________________     ____________________

                          School Nurse                                                                                       Phone Number                                        Date
1.  Please check ( all that apply:

(My child has been diagnosed with Attention Deficit Disorder (ADD)  

(My child has been diagnosed with Attention Deficit Hyperactivity Disorder (ADHD)

2.  Please list the medications your child takes:

                      Name of Medication                                Dosage                               Time

   ____________________________________________________________________________________________
    ____________________________________________________________________________________________
3. Have you tried any behavior modification techniques? ( No  ( Yes, this helps: ___________________________
4. Has your child had any side effects from their medication?  ( None   ( Headache ( New facial tics 

( Stomachache ( Lack of appetite ( Weight loss ( Jitteriness ( Social withdrawal ( other: ____________________
If medications must be given during school hours, an Authorization for Medication form must be completed every school year.  It must be filled out and signed by you and your physician.  Medications used in school must be in the original container.  When you have a prescription filled, ask the pharmacist for two containers, one for school and one for home use.  If your child participates in field trips and needs medication during that time, a separate container will be necessary for that day as well.

CONSENT:

Please circle your response and sign:

(I do /I do not) give the School Nurse my permission to share information relevant to my child’s medical status with school staff on a “need to know” basis, if she/he determines that this information is necessary to assure my child’s health and safety.

PARENT/GUARDIAN SIGNATURE: _____________________________________ DATE: ____________

MIAMI- DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

CONFIDENTIAL INDIVIDUALIZED HEALTH CARE PLAN 
ADD/ADHD

Student: _______________________________ DOB____________ Teacher: ______________ Grade: ______

Parent/Guardian & Phone(s): _______________________________ School Year: ___​​​​_______________
Goals:                                                                

   1.    Develop positive feelings about themselves and fewer negative encounters in the school environment              

2.    Demonstrate successful coping patterns.                   

3. Understand the effects of prescribed medication.    
NANDA (North American Nursing Diagnosis Association) Nursing Diagnosis:
1) Potential for alteration in self-esteem due behaviors, impulsivity and inability to self-control (NANDA 7.1.2).    

	Nursing Interventions Classification (NIC)
	Date Completed
	Nursing Outcomes Classification (NOC)
	Mid/End Year Update

	Obtain completed Authorization for Medication from parent/guardian and physician
Assist student in identifying resource people in school who can respond with empathy and appropriate interventions when student is in  behavior crisis at school (N.D. 2,3)

Provide opportunities for student to identify and verbalize or share feelings of frustration, anger, hostility or depression (N.D. 2,3)

	
	Symptom Control Behavior (NOC)
Scale: 3-Consistently  2-Sometimes  1-Never

__Student will take prescribed medications as scheduled (N.D.1)
__Student will identify resources in school for times when frustrations or feelings are overwhelming (N.D. 2,3)
__Student will articulate feelings (N.D. 2,3)


	


Nursing Evaluations: (Sign & Date)
Initial Assessment: ____________________________/__/___
Mid Year: ___________________________________/__/___
End Year: ___________________________________/__/___
PRN Update: ___________________________________/__/___
               Parental approval of student Health Care Plan:

               Signature of parent/guardian: _________________________________ Date:  ______________    
PAGE  
1
Revised September 2007

