Eastern Oregon Head Start
Sickle Cell Anemia Protocol
Child’s Name_______________________________  Date of Birth_________________
Classroom____________  Health Care Provider’s Name_____________________________

1. Describe the child’s special needs:  __________________________________________________________

    _______________________________________________________________________________________

2. Accommodation which Head Start must provide for this child:  _____________________________________

_________________________________________________________________________________________

a. Will the child require medication while in care?   yes
 no
What medication is needed?_____________________________________________________

Directions for administration of medication__________________________________________

                          ____________________________________________________________________________

b. Does medication need to be administered during Head Start hours or can it be given at home?    at Head Start
 at home
(Whenever possible, medication will be administered, and medical procedures will be performed at the child’s home, by the child’s parent, before or after school.  Child Health and Safety policy number 12.3)  

Staff note: If child will be receiving medication while in our care, a Medication Authorization form must be completed and signed by the prescribing health care provider.

c. Are special emergency and/or medical procedures required?  If so, what are the procedures? ____________________________________________________________________________
_______________________________________________________________

d. What special training, if any, must the staff have to provide this care?_____________________

____________________________________________________________________________

e. What special materials/equipment are needed? ______________________________________
____________________________________________________________________________

Parent Signature_________________________________________________Date_______________________

Teacher Signature_______________________________________________Date_______________________

Teacher Signature_______________________________________________Date_______________________

Health Care Provider Signature_____________________________________Date_______________________
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