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School Nurse Referral
Parent Notification Form
Date:__________________________________                 Time:________________
Student’s Name:_____________________________________________________
Teacher’s Name:_____________________________________________________
Reason for clinic visit:  (check all that apply)
[bookmark: _GoBack]___ earache						___ vomiting/diarrhea 
___ toothache					___ band aid			
___ chest pain					___ cough
___ sore throat					___ injured body part
___ headache					___ other _______________
___ rash 
___ stomach ache
Parents, your child was seen in the clinic today for the above complaint.  My findings include the following:   
______________________________________________________________________________________________________________________________________________________________________________
If your child’s complaints or symptoms persist, it would be advisable to have your child seen by a physician.  If you have any questions, you may contact me at __________________________________________.  
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