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REQUEST FOR SCHOOL NURSE CONSULTATION
Individuals submitting request please complete selections A and B Return to School Nurse. Thank you.
A   Date of Request_____________			Period_______ Time_______________
Requested by (Teacher name)_______________________________________________
Student Name______________________________________ Year_________________

Teacher Signature__________________








B	Request Consultation for (circle the symptom):
Headache	 Earache	Stomach Ache	    Toothache	    Insect Bite/Sting
Temperature	Cough		Nosebleed	     Rash/ Itch	     Sore Throat
Cramps		Diarrhea	Vomiting	     Injury	     Other_______________
-----------------------------------------------------------------------------------------------------------------------------School Nurse Use Only
Date of Request_____________			Period_______ Time_______________
Student Name______________________________________ Year_________________
Finding/Plan_____________________________________________________________
_______________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Return to class time_________________   Return to nurse time _____________________
Parent notified___________ Time __________
Sent Home ______________ Time __________
						   Nurse’s Signature__________________
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