INITIAL ASSESSMENT FOR STUDENTS WITH SPECIAL HEALTH CARE NEEDS
	identifying information

	Student Name:


	ID#
	DOB:

	Address:



	Parents/

Guardians

	Home Phone:


	Work:
	Emergency Phone #:

	School Attending:  


	Classroom Teacher:

	Home District:  




	medical information

	Medical Condition/Diagnosis:



	PCP:


	Phone #:
	Fax #:

	Hospital Phone #


	Medical Insurance (optional):


	Other Health care providers/agencies involved:

	Name:

Address:
	Phone #:

Fax #:

	Name:

Address:
	Phone #:

Fax #:

	Name:

Address:
	Phone #:

Fax #:


	areas of concern
	indicators

(circle one)

	Medications:     

( Administered at school

Route of Administration:___________________

Comments:  Name & Dosages of Medication:


	      YES          NO

	Nursing Treatments:

( Administered at school

Comments:  Type of treatment(s):


	      YES          NO

	Mobility

( Wheelchair – Manual

( Wheelchair – Power

· Restraints/safety equipment

· Unstable ambulation

Comments:  


	      YES          NO

	Communication

· Student’s speech is difficult to understand

· Nonverbal:  Signs/gestures

· Nonverbal:  Other

Comments:


	      YES          NO

	Seizures

· Currently

· Controlled with medication

Comments:  


	      YES          NO

	Respiratory

· Mechanical ventilation required:      __Home __School

· Suctioning required:                          __Home __School

· Oxygen required:                              __Home  __School

· Asthma

Comments:  


	      YES          NO

	Allergies

· Life threatening (i.e., peanuts, bee sting)

· Allergic to _______________________

Comments:


	      YES          NO

	Medical Emergencies in the Past Two Years:

Comments:


	      YES          NO

	Toileting

· Not toilet trained

· Catheterization required:  __Clean intermittent catheterization

                                                __Sterile

                                                __Diapers/Attends/Clothing Required

Comments:


	      YES          NO

	Feeding

· Special dietary needs

· Tube feeding (at school)

Comments/Procedures:


	      YES          NO

	Attendance Concerns

· Health related

· Behavior related

Comments:


	      YES          NO

	Immunizations

· Up to date

· Medical exemption

· In possession of documentation

Comments:


	      YES          NO

	Contact With Agencies

· Medical facilities (clinics, hospitals)

· Behavior/counseling

· Social Services

Comments:


	      YES          NO

	Special Program Considerations

· OT (needs prescription from MD)

· PT (needs prescription from MD)

· Vision

· Hearing

· Nursing Service

· Speech/Language

· Other

Comments:  


	      YES          NO


NAME/TITLE OF INDIVIDUAL COMPLETING THIS FORM:

                                                                                 ___________________________________________________





(Please print name and title)

Signature:_____________________________________________________________________

Phone #:                                                        
  Fax #: ___________________________________                                                                 
Date Completed:   ___________________________                                             
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