[bookmark: _heading=h.gjdgxs]      St. Maria Goretti School
Classroom Health Care Plan MIGRAINE
A Doctor’s signature is only required if a prescription medication or medication not stocked in the nurse office is needed. 

  						 
___________________________________________  _____________  _________________
Name 				                                   Effective Date      Grade/Teacher

(Personal data: i.e. onset, brief history, etc.)_______






The classic migraine headache pain occurs frequently on one side of the head.  The student may find light makes the headache worse.  The exact cause of this type of headache is unknown, but appears to be due to chemical changes that make the blood vessels in the brain constrict and dilate.  Triggers can include: stress, fatigue, overwork, the menstrual cycle, and dietary intake of such things as caffeinated drinks, chocolate, cheese.

1. Send to the nurse office immediately if the student complains of headache.
2. Administer medication as recommended by parents and/or prescribed by physician.
3. Food/drinks that might prevent migraine (caffeine, chocolate):__________________

____________________________________________________________________
4. Allow to rest in the health office for 15-20 minutes as needed.
a. If there is no improvement, or the headache worsens, contact parents.
5. Ask the teacher if there were any activities, scents, occurrences that might have triggered the headache.
6. Note symptoms, duration, time and actions taken in the health log.This log will enable the nurse and parents to recognize the pattern of headaches if they are occurring frequently and avoid triggers that induce headaches.

7. Possible Migraine triggers___________________________________________________.


8. Prescription medication _____________________________________________________
                                                (medication/dose/frequency)      

   medication additional instructions_______________________________________________


   Doctor’s signature_____________________________ Date:___________________
                       

I give my permission to St. Maria Goretti School to place this Classroom Health Care Plan within my child’s cumulative health record.  I understand this information will be shared with school staff on an “as needed” basis in the best interest of my child. I will inform the school nurse with any changes that need to be made to the above plan anytime throughout the school year.

Parent signature:  _________________________________  Cell Phone:____________________

additional contacts:________________________________________________________________





