School Health Illness/Injury Referral
Student’s Name:                                                                   Date: 	
Reason for Concern: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]                                            Thank You ~~         Nurse Angela
 ---------------------------------------------------------------------------------------------------------------------------------------------------
 Health Care Provider please complete:                                                            Date: _________________________
Pertinent Findings/ Plan/Relevant Information for School: __________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
When may student return to school? _________________ 
Will student require frequent absences from class? No / Yes
Activity Restriction: No / Yes/Explain ____________________________________________________________
 __________________________________________________________________________________________
___________________________________________________________________________________________

Follow-up Appointment recommended - No / Yes- When? ___________________________________________

Health Care Provider: ________________________________________________________________________                                                                       
Address/Phone: ____________________________________________________________________________
                       
                        
