
Boston Public Schools Individual Collaborative Health Plan · 
For Students with Special Health Care Needs 
To be compl.eted by Family and Primary Care Provider 

Student name: 

School 

Grade 

Student# 

DOB 

PCP 

The purpose of this form is to provide preliminary information to the 
school about an individual student's medical needs. It is a prerequisite for 
any accommodations. 

If a student has a mental or physical impairment that substantially limits 
one or more major life activity, he/she may have need of accommodations. 

For ongoing communication to occur, both the parent(s)/guardian(s) and 
the primary care provider (PCP) must sign the release of 
medical/educational information authorization on the back of the form, as 
per the federal regulations concerning sharing of educational and health 
information. 

The school nurse may need to share information with support team, food 
services, the classroom teacher or other staff depending on the student's 
needs. The family should work with the nurse to determine what needs to 
be shared with whom. Additional forms and PCP orders may be required, 
depending on the student's needs. The school nurse will facilitate this and 
will explain how the information is kept private. 

Medications 
D Medication in School 

Year ---

Student Medieal/health issue 
(briefly describe'list: may attach any 
relevant infomwtion) 

Does the student's impairment 
interfere with one or more major 
health activities? 

Yes . .No 

( State regulations require parent/guardian and physician authorization of nurse administration of school medications) 

D Other Medications given at home: 

Procedures: (ie tube feeding, catheterization, glucose monitoring) 

Activity Allergies 
Restrictions: (check all that apply) 

D No restrictions 

D No contact sports 

D No exertion other than walking 

D No exposure to cold air (such as at recess, bus stop, physical education) 

D No stairs 

D Other 



EMERGENCY HEALTH CARE PLAN 
·.. . .. . 

. AI ,r ,ERGY TO=------,-------------'----'-'-=---'----

Stud.ent's 
Na.m.e: ___________ D.O.B: .. - . >Teacl?-er: _____ _ 

.. · · ... =-·~ -~ · .:., .. -
*High riskfor severe. reaction Asthmatic Yes O* NoO -.·· 

SIGNS OF AN ALLERGIC REACTION INCLUDE: 

Systems: Symptoms: :· •• 1' 

•MOUTH itching & swelling of the lips, toilgu.e, or mouth 

'. ··Place 
Child's 
Picture 
· Here 

•THROAT* itching and/or a sense of tightness 'in the throat, hoarseness, and hacking cough 
0 SKIN 
•GUT 

•'LUNG* 
•HEART* 

·hives, itchy rash, and/or swelling about the face or extremities · 

nausea, abdominal cramps, vomiting, and/or ~arrhea .. ~: .. · ·· 

. sho;rtness .~f. P,:;-;efi.th, repetitive coug~g, an9J~~· ~h~~g. ;. 

. ~· 
i 
I 

! . 
i ' 

"thready" pulse .. "passjng.:out" ·· · · ' · . • 

The severity o-f ~pto-ms. can quickiy change. *All:above symptoms c~ po~~Jally 
progress to a life-threatening situation! 7 ... · · : · ' ; ' ; 7·: - • ,! .. · .. · .. ; . • · 

ACTION:' ... .. . . ; ;\.;.... 'I • ' ;~... • • ,... • • . i' 
L If ing~i~fo~.-iB· ~~P~~~~'._'ffiv~ _,,,--. ---,-,.-.':·..,..·,......,-:-__.· --m,..,.. .. e....,dir:-·: c-·~.,;-~,...,..·~~~=a.,_·~-se/. ... r_· ~-,...-~.,,..:~--·-· · _· _· ·_·· -.· :---'-1---

and_· ____________ ____;_ _____ _..:.~ ____ immediately! . 

· 2. · 9ii.H'. IiE~o~·:$Qvk:-.me~~~·~~ep~er .. : ... . : ... _. : ·:.i·:.. ; ·i · ·:· .. : '· .· I 
. . . - ... . . .. . .. , 

3. CALL .. ·il·i-"'o·.i:i..er' ·.t .. -~ : :. · · ... '' · ..... . ' 1 " ·F ·th· ~ .. ·' '·.. ' ·· · i .... , · 1u. ~ _--------· _,_. a er .. ·J. · .. · ,_ · or emergenCY, contacts 

4. CALI:;:: ~Dr . ., ... _, · ~: ' ·; · .. ,/ ., · · · · · .... , -ii~ --~..,~'·~·· ~· -:----=---~----

DO NOT HESITATE TO 4l)MINISTER MEiJIC-riIONOR CALL RESCUE SQUAD 
EVEN IF· PARENTS OR.DOCTOR CANNOT BE REACHED! 

.,., _. .. , , ., .~:·.:_.'..")~:.i~ :._, :-., . .- ., ; '. ' '. ' ,-· .. ' ·':". .. <.·~ .;~ -.: .... }·:"·I" ..... ~(- ·, . :.: .... ~ ;,·.'·-. · '-<~ · ·IJ-ll:··'.· -.,,;, -
Parent Signature .. : ; ·Date " '· · · DoetQr's :signattr;-e : ..... · · · .. · -.. )."-' · ·Date 

. ~ . :, · . • '\. ··-~: . ,•!•' 1-> : .·1:· .. . ; .. · : ~ ·1:: . ·- . i 

EMERGENCY CONTACTS TRAINED STAFF MEMBERS · ' 

l. _____________ __,_ __ ;_, 

Relation: ------
2. ____ --:_............,. _________ _ 

3 -. 

Relation: ______ . 

---------------~---'-'! 

Relation: ---------' 

For children with multiple food allergies, use one form for each food. . 

5-.JO· 

5~5 



·-·· 

- ;', 

.Parent/Gul:trdian Authorization for Medication Administration 
EPlPENS 

LIFE THREATENING ALLERGIC REACTION 

., 

ParentJGuardian printed name 

Telephone Number - Home----------

Telephone Numb~ - .Work _________ _ 

Telephone Number - Emergf?D.CY _~-------

Other person( s) _to be notified in case of medicatio~ emergency: 
Name -------------Telep ho Ii e Number _______ _ 

. . \ . 

My son/d.q.ughter is currently receiving the following medications (to be co~leted ifn0t 
in violation of confidentiality): 

My son/daughter has the following food or drug allergies: 

• I give permission to have the .school mµ-se or .school personnel designated and trained by t):ie 
school nurse to administer ;m Epi-pen to my child ip the event of a life threatening allergic 
re?tction. ·· · ~ 

__ Yes __ No (If you agree to the ".Bpi-pen option, a plan will be developed to 
train the designated medication administrator in the correct way to give medication and to 
identify any side effects.) · 

Parent/guardian signature ______________ _ 

Date 
----------···--- -·---·- -

.. Relationship .to Student ----------------
School Nurse: __________ -,.'-

. \" 

,.. .-

I 

I 
I 

J 



( 
. , 

· ... ;•:::,v; - -.!,.~{;:;~~~~f~.di ~~i..t:i~ .. ·, . - ~5; :· ~··· . ·:~·· /. ·' >'; ~ ; .. : ~ .... . 

Aui'HORizATION FOR DISPENSING 
MEDiCATIONS IN SCHOOL 

:PARENT/GUARDIAN: .. 
. ' • . . 

I reque& that iny child_--'-~-'-----------~--~----------

Receive medication.as prescribe<;! in the form below. 
j ·: ...... ;::·· . . .· ~;+: -~' . ~ . . 

.. ,· 

By _________ -'-----~ 
Name of Primary Care Provider 

Signature ofParent/Gmµ·di~ 
>7 .•.. • . 

Telephone Number:------,.---- Date: ____ ____,,--~ 
~ ; . ~ ., t: .. 

PHYSICIAN: 

I request that my patient receive the following medication: 

NameofStudent ____________ --'------'-------'~-~'--'---'--------

Dmgnos~=-· ------------------------"-"--'--'---'--"----'----
Names of M~c;atioq: 

-------~--'----------~.....:....;.-'--'--.-'---~--~ 

· Prescribed Dosage: .•.. . 
----'-------,-------'---'--'-'--'-''-"'--'----"---"----'-''-'---~ 

Time tci'be taken during school hoUI'S: _____________ ~---'-'-· · ·_..:..--'-.;.__---

E}<pected dmaticm. of.treatment:--~-------'---'---'-----'----'----'------'---

Possible side effects and adversyeactions: --'--'--~'----'--...__-'----'-'----'-----'-------'---'---

Other Recommen?ations: --------'-..,..,.--~-"--~-'---'---'-,--~·---------"---

Print Name: ___ ~--'-~~--"'--

Signature:----'-'---------­

Telephone#:-----------

Clinic: -----'------'---
·.oa.te: -----.,.--------
Fax#: ___________ _ 
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Parent/Guardian Authorization for Prescription Medication Administration 
. SELF ~DICATION 
. ' •I&! . . 

Student's Name'"'=~~-;:-'-:---~~.,...,,,=~-.-.;.--.-- ' · 
Date of Birth ' ": . . ---=--' 

Parent/Guardian printed name 

Telephone Number - Ho~ ---------...,,._,...-

. Telephone Number - Work _ _,_ __ -,--_,_ ___ _ 

Telephone Number -Emergency ________ _ 

Other per8on( s) to be notified in case of medication emergency: 

Name_· --------~----
Telephone Number _______ _ 

My son/daughter is currently receivmg the following medications (to be completed if .not 
in Violation of confidentiality): 

My son/daughter has the following food or dnig allergies: 

·• I give permission fanny son/daughter to self-administer medication, .if tb.e school m:Itse 
determines it is safe and appropriate. -· 

· _Yes . __ No (If you agree to self medication option, a plan will be'develop'ed tq_ _ '-, 
momtor thatthe child iS taking the medication appropriately and th.at safety gu.{dei±ri;; are i 
in place for carrying a medicine in the school.) · · 

. . 
I understand i may retrieve the medication from the school at aIJ.Y tiine, however, the 
medication will be destroyed if it is not picked up within on.e weekfolloWing termination 
of the order or one week b7KJfli. ~e.close.-af r,choo( · 

' ' 

Par~tlgill;r~rf~ture~. _,_~~----~~--~....----------
Date i ~· . . 

\ i . 
·.· 

Relationship to Smdent _____ ~--------............. ----~ 

Ad.dress: _____ .,..._ ______________ ~ 
School Nurse: 

~-----~-------~ 



Boston Public Schools Individual Collaborative Health Plan 
For Students with Special Health Care Needs 
To he complet.ed by Family and Primary Care Provider 

Medical Transportation 
duration: 

duration: 

Year ---

-------D Door to door (child has no exercise tolerance) 

D Corner to comer (limited exercise tolerance) 

D Special vehicle (wheelchair) 
-------

Medical transportation is provided for medical reasons only,_ Children with illnesses that are in control, ie ASTHMA, do not qualify for 
medical transportation . Safety issues c;.e., bu/lies, bus stop location, walking distance, parental/guardian illness) require other 
solutions. Please discuss this with the school nurse. 

Dietary 

Check all that apply: 

• USDA regulations 7CFR Part 158 require substitutions or 
modifications in school program meals for children whose 
disability restricts their diet and is supported by a 
statement signed by a licensed physician. Schools are 
not required to modify or substitute if there is not a 
disability. 

0 Has a life threatening allergy to : 

0 Has a disabling intolerance to: 
• BPS will try to accommodate a student with a non­

disabling special dietary need that is supported by a 
statement signed by a recognized medical authority 
(physician, physician assistant or nurse practitioner). 0 Has a NON disabling intolerance to: 

• BPS may choose to make a milk substitution available for 
students with a non-disabling special dietary need, such 
as milk intolerance or for cultural or religious beliefs. If the 
school food authority makes these substitutions available, 
the milk substitute must meet nutrient standards identified 
in regulations. 

0 Request for food substitution, NON 
disabling, reason: 

Other Adaptations: 
0 Tutoring Plan: (anticipated total absence of >· 2 weeks·~vr. for chronic illnesses such as 

s;ckle ce11, cystic fibros;s, etc.; PCP must complete DOE.form: 
http://www.doe.mass.edu/sped/28mr/28r3 .pdf 

0 Access accommodations: (i.e., bathroo.lll, elevator, etc.~ attach additional information., as needed) 

Parent Authorization : 
I authorize my child's school nurse to discuss my child's health 
management with my child's primary care provider, as needed 
through the school year. I understand this is for the purpose of 
generating a health care plan for my child. I understand I may 
withdraw this authorization at any time and that this authorization 
must be renewed annually. I understand that information may be 
privately shared with the school team. 

Name: (print) 

Signature: Date: 

PCP Authorization 
I attest that the information 
provided is accurate and that I have 
reviewed the plan with the 
parent/ guardian/ student. 

Name: 

Signature: 

Date: 


