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DEVELOPING AND USING INDIVIDUALIZED HEALTH CARE PLANS 
 
As the practice of school nursing expands in complexity, the need to communicate the outcomes 
of the care provided becomes more acute.  The Individualized Healthcare Plan (IHP) is a variation 
of the time-honored nursing care plan adapted specifically to school nursing.  It communicates 
nursing care needs to regular and special education administrators, teachers, health assistants 
and parents. 
 
An IHP helps to ensure that all necessary information, needs and plans are considered to 
maximize the student's participation and performance in school.  The SDE licensed school nurse 
establishes the type, amount and intensity of nursing care required by a particular student.  The 
IHP also covers other aspects of care such as a student's knowledge about their condition, self 
care abilities and any modifications needed to enhance learning and prevent emergencies. 
 
Benefits of an IHP include:  quality assurance of school nursing services, continuity of care and 
development of a safer delegation process of nursing in the school setting. 
 
INDICATIONS:  Students with any of (but not limited to) the following conditions may need an 
Individualized Healthcare Plan. 

 Allergies 
 Anorexia Nervosa 
 Asthma 
 ADHD 
 Autism 
 Bulimia 
 Cerebral Palsy 
 Congenital Heart Disease 
 Cystic Fibrosis 
 Depression 

 Diabetes Mellitus 
 Down Syndrome 
 Duchenne Muscular Dystrophy 
 Hearing Impairment 
 Hemophilia 
 Illness - possibly terminal 
 Obesity 
 Seizure Disorder 
 Spina Bifida 
 Visual Impairment 

 
GUIDELINES: The first step should be an assessment of health needs that may indicate the need 
for an Individualized Healthcare Plan (IHP).  The following is an assessment checklist. 
 
Do Health Problems Require:  YES     NO  
 Special training of school personnel _____ _____ 
 Change in school environment _____ _____ 
 Added safety measures _____ _____ 
 Measures to relieve pain _____ _____ 
 Self-care assistance _____ _____ 
 Rehabilitation measures _____ _____ 
 Medications _____ _____ 
 Special diet _____ _____ 
 The addition of health maintenance care _____ _____ 
 Adaptation of health education program _____ _____ 
 Adaptation of health screening procedures _____ _____ 
 Special orders for care needed from doctor _____ _____ 
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When the certified licensed school nurse determines than an individualized healthcare plan is 
needed it must address the following identifiable parts: 
 

 History 

 Assessment data 

 Nursing diagnosis 

 Goal of care (including student/family/physician goals) 

 Selected nursing actions or interventions 

 Expected student outcomes 

 Evaluation of the plan of care 
 
HISTORY: This is the first step in the assessment process.  Collecting data from the family, 
physician, and student when appropriate is essential. 
 
Assessment Data: It is essential for the school nurse to do a physician evaluation of the student.  
(See Screening/ Assessment section for detailed information). 
 
Nursing Diagnosis: This is a method of organizing and summarizing nursing data to define the 
student's health.  (See sample of some nursing diagnoses at end of this section.) 
 
Goal of Care: Goals are broad based statements that address the educational relevancy of the 
individualized healthcare plan.  (See examples at end of section.) 
 
Selected Nursing Actions or Interventions: These are actions taken to achieve a desired 
student outcome. 
 
Expected Student Outcomes: These are statements that describe how a student's situation will 
be "different" or "healthier" as a result of the nursing interventions received. 
 
Evaluation of the Plan of Care: The plan must be reviewed annually or whenever a change in 
status is noted. 
 
The individualized healthcare plan (IHP) needs to be signed by the parent/guardian indicating their 
agreement with the IHP.  The nurse needs to keep a copy of the IHP in her working files.  The IHP 
needs to be shared with pertinent school personnel.  If the student has an individualized education 
program (IEP) the individualized healthcare plan must be attached. 
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CARE/EDUCATIONAL GOALS 
 

Student will: 

 Maintain health, safety and well-being necessary for learning and consistent school 
attendance. 

 Increase/maintain independence in a safe school environment. 

 Cooperate with medical treatment plan during the school day. 

 Increase independence and responsibility for management of own health care needs at 
school. 

 Increase independence in safely and responsibly self-administering medication/treatments 
ordered during the school day so that the student may attend school. 

 Maintain health/state of wellness that enhances educational potential/school attendance. 

 Participate in instruction/health education/health counseling to promote effective self health 
care management at school. 

 Assist in reduction of risk of injury/medical emergency at school and during off campus school 
activities. 

 Increase socialization skills/self-image/attention/alertness necessary for optimum participation 
in total school program. 

 Increase availability to learning/instructional time necessary to meet educational objectives. 

 Participate in collaborative health services to facilitate optimum health and safety necessary 
for educational progress. 

 Cooperate with local district policy for control of communicable disease/collection of up to date 
medical information necessary for optimum health and well being at school. 

 Provide current medical orders/medical reports for all health conditions/medications/ 
treatments required during the school day. 
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APPROVED NURSING DIAGNOSES 
 
 
NORTH AMERICAN NURSING DIAGNOSIS ASSOCIATION (NANDA) 
 
Activity intolerance 
Activity intolerance, potential 
Adjustment, impaired 
Airway clearance, ineffective 
Anxiety 
Aspiration, potential for 
 
Body image disturbance 
Body temperature, altered, potential 
Bowel incontinence 
Breastfeeding, ineffective 
Breathing pattern, ineffective 
 
Cardiac output, decreased 
Communication, impaired verbal 
Constipation 
Constipation, colonic 
Constipation, perceived 
Coping, defensive 
Coping, family:  potential for growth 
Coping, ineffective family:  compromised 
Coping, ineffective family:  disabling 
Coping, ineffective individual 
 
Decisional conflict (specify) 
Denial, ineffective 
Diarrhea 
Disuse syndrome, potential for 
Diversional activity deficit 
Dysreflexia 
 
Family processes, altered 
Fatigue 
Fear 
Fluid volume deficit (1) 
Fluid volume deficit (2) 
Fluid volume deficit, potential 
Fluid volume excess 
 
Gas exchange, impaired 
Grieving, anticipatory 
Grieving, dysfunctional 
Growth and development, altered 

Health maintenance, altered 
Health-seeking behaviors (specify) 
Home maintenance management, impaired 
Hopelessness 
Hyperthermia 
Hypothermia 
 
Incontinence, functional 
Incontinence, reflex 
Incontinence, stress 
Incontinence, total 
Incontinence, urge 
Infection, potential for 
Injury, potential for 
 
Knowledge deficit (specify) 
 
Mobility, impaired physical 
 
Noncompliance (specify) 
Nutrition, altered: less than body  
   requirements 
Nutrition, altered: more than body  
   requirements 
Nutrition, altered: potential for more  
   than body requirements 
 
Oral mucous membrane, altered 
 
Pain 
Pain, chronic 
Parental role conflict 
Parenting, altered 
Parenting, altered, potential 
Personal identity disturbance 
Poisoning, potential for 
Post-trauma response 
Powerlessness 
 
Rape-trauma syndrome 
Rape-trauma syndrome:  compound reaction 
Rape-trauma syndrome:  silent reaction 
Role performance, altered 



NMSHM – Section V (08/1995)  V-7 

 
Self-care deficit, bathing/hygiene 
Self-care deficit, dressing/grooming 
Self-care deficit, feeding 
Self-care deficit, toileting 
Self-esteem disturbance 
Self-esteem, chronic low 
Self-esteem, situational low 
Sensory/perceptual alterations (specify)  
   (visual, auditory, kinesthetic, gustatory,  
   tactile, olfactory) 
Sexual dysfunction 
Sexuality patterns, altered 
Skin integrity, impaired 
Skin integrity, impaired, potential 
Sleep pattern disturbance 
Social interaction, impaired 
Social isolation 
Spiritual distress (distress of the human  
   spirit) 
Suffocation, potential for 
Swallowing, impaired 

Thermoregulation, ineffective 
Thought processes, altered 
Tissue integrity, impaired 
Tissue perfusion, altered (specify type)  
   (renal, cerebral, cardiopulmonary,  
   gastrointestinal, peripheral) 
Trauma, potential for 
 
Unilateral neglect 
Urinary elimination, altered patterns 
Urinary retention 
 
Violence, potential for:  self-directed or  
   directed at others 
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INDIVIDUALIZED HEALTHCARE PLAN (IHP) 
Unspecified Condition Form 

 
STUDENT NAME:  ______________________________________________________________________DOB_______________________ 
 
Student Address:         School: 
Home Phone:          Teacher/Counselor: 
Parent/Guardian:         Grade: 
Day/Work Phone:         IHP Date: 
Healthcare Provider:        IEP Date: 
Provider Phone:         Review Date(s): 
IHP Written By:         ICD-9 Codes: 
 
Parental/Guardian statement:  I/We have read this plan and agree to its implementation. 
        Signature:  _____________________________________ Date: ________________ 
      

Assessment 
 Data 

Nursing  
Diagnosis 

 
Goals 

Nursing 
Assessment 

Expected 
Outcome 
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STUDENT NAME:  _____________________________________________________  DOB  _________________________________________________  
 
Parental/Guardian Statement:  I/We have read this plan and agree to its implementation. 
 
      Signature:  _____________________________________________________ Date: ________________________ 
         

Assessment  
Data 

Nursing  
Diagnosis 

 
Goals 

Nursing 
Interventions 

Expected 
Outcomes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    

 



Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

1.  Potential for impaired  
     educational,  social, and coping   
     skills related to ADHD 
 
 
     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.  Potential need for medication for 
     management of ADHD  

1.  Student will  increase  
optimum participation  in 
educational program 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.  Student will  
cooperate  with  
medical treatment       
plan during the school      
day. 

1.       Student will be given information and health  
          counseling related to ADHD at student’s level of under-        
          standing 
          Student’s health condition will be discussed with      
          him/her as needed to assure maintenance of level of   
          knowledge. 
          Family, teachers and other staff will be provided  
          information, consultation and support as it relates to 
          ADHD when needed.  
 
          Concerns related to student’ s educational or social  
          progress will be discussed in an IEP committee                                                     
          meeting for the purpose of planning and implementing 
          successful intervention strategies. 
               
          Nursing intervention specific to student: 
             ___________________________________ 
                       
             ____________________________________ 
 
             ____________________________________ 
 
 
2.           Student will come to Nurse’s office for supervised  
              administration of the following medication(s)  
              according to Medication Authorization form signed  
              by MD or CNP. 
              Medication(s)           ___       Dose   _          Time 
 
              
              Medication______________Dose________Time 
 

School Nurse prn 
 
 
 
 
 
 
 
 
 
School support team/IEP  
Committee 
 
 
 
 
 
 
 
 
 
 
 
 Student/school nurse-as 
ordered by doctor 
 
 

Student Name: ___________________________   DOB: ______________  School: ______________________________ 
School Nurse: _____________________________  Date of IHP: __________________   
Physician Name: ___________________________ Ph. #:____________ Parent signature: _______________________ 



Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

    
    Student will be reminded to come to the Nurse’s office 
    for medication if the student has not reported within 
    __________ minutes of time medication is due. 
 
 
    Parent will maintain an adequate supply of medication  
    at school in  original pharmacy labeled bottle.  Parent   
    will be notified if medication is not given at school 
    and when a field trip away from school is planned. 
 
         Student is on the following medications at home: 
         Medication               Dose               Time 
 
 
 
    Student will be monitored for adverse side effects or  
    decreased therapeutic benefit of medication such as: 
 
          decreased appetite 
          sleeplessness 
          worsening of  ADHD symptoms 
          weight loss 
           ______________________________ 
           ______________________________ 
           ______________________________ 
 
    If concerns related to medication are noted , they will 
    be referred to the school nurse for assessment.  The  
    school nurse will consult with parents and/or make a 
    referral so that appropriate medical follow-up can 
    occur. 
 
      

  
Classroom teacher, School 
Nurse  or other office per-
sonnel 
 
 
 
 
 
 
 
 
 
 
As  specified 
 

Student Name: ______________________________    DOB: ________________     School: __________________    
School Nurse: ________________________________   Date of IHP: ___________________ 
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Student Name: _____________________________ DOB: _________________  School: _______________________ 
School Nurse: ______________________________  Date of IHP: ___________________  

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

Potential for change in health status 3.  Student will participates 
in collaboration which fa-
cilitates optimum physical 
and emotional well-being 
necessary  for learning 

3.  Parent will provide school nurse with a copy of current  
medical report annually as appropriate or when change in 
status of ADHD occurs. 
 
The school nurse will call the health care provider to  
obtain current information verbally when this is  
necessary to manage student’s ADHD at school. 
 
     NAME: ____________________  Phone: _______ 
    
School personnel will cooperate with health care provider to 
complete check lists, classroom observations or provide data  
as needed to determine need or therapeutic benefit of medica-
tion and other intervention (s). 
 
The Individual Health Plan will reviewed annually with parent 
and appropriate instructional personnel.  It will be revised as 
needed.   

Parent– as specified 
 
 
 
School nurse– as needed 
 
 
 
 
 
 
School personnel-as  
Requested and needed 
 
 
 
 
School nurse-annually and 
prn. 

Review of Health Management Plan 
must be done annually 

4.  IHP will be updated and 
revised annually to meet the 
needs of the  student 

Review Date:          RN Initials:         Parent Initials: 
__________              __________________________           
___________________________________________ 
___________________________    ______________ 
__________              _________________________ _         
___________________________________________ 
____________________________    _____________ 
__________              _________________________ _          
___________________________________________ 
___________________________    ______________ 
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Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

Potential for severe allergic reaction or 
life-threatening episode 

1.  Maintain optimum 
health and safety  
necessary for learning 

1.  Student is allergic to following: 
            ________________________ 
            ________________________ 
            ________________________ 
            ________________________ 
            ________________________ 
 
     Events which may trigger an allergic response: 
            ________________________ 
            ________________________ 
            ________________________ 
            ________________________ 
 
     Symptoms of student’s allergic response: 
           Respiratory distress 
           Hives 
           Swelling (describe) __________________ 
           Runny nose/hayfever 
           Red, itchy, watery eyes 
           Asthma 
           ANAPHYLACTIC SHOCK 
 
           Classroom teacher (s) will assist student to avoid 
           exposure to allergins (food, insects, chemicals, etc) 
           as much as possible. 
          Student will self-monitor exposure to allergins in 
           order to prevent allergic response-when age/ 
           developmentally appropriate. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Classroom personnel 
 
 
Student when age/ 
developmentally able 

Student Name: _____________________________ DOB: _________________  School: __________________________ 
School Nurse: ______________________________  Date of IHP: ___________________ School Year: _____________ 
Physician Name: ___________________________  Ph. #: _____________  Parent signature : ____________________ 



Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 
  If symptoms of allergic response/event are noted: 

 
     Student will be accompanied to the Nurse’s office 
      for appropriate assessment/intervention. 
 
      Student will come to the Nurse’s office for  
      supervised administration of the following 
       medication (s) according to written physician’s  
      orders: (Medication Authorization Policy) 
      Medication(s)              Dose             Time 
     
 
 
All LLS procedures/policies will be followed for 
administration of medications. 
 
     Student will have an EpiPen available during the 
school day in the Nurse’s office. 
     EpiPen will be administered in an emergency  
according to doctor’s orders. 
 
Parent will be notified when supply of medication needs 
replacement. 
 
Student will be monitored for adverse side effects or 
decreased therapeutic benefit of medication such as: 
________________________________________ 
________________________________________ 
________________________________________ 
 
. 
    

Classroom personnel/
responsible student-as 
needed Health office   
Personnel-as needed  
Student/School Nurse-as 
ordered 
 
 
 
 
Student/School personnel 
who have been designated 
and trained by the school 
nurse as ordered. 
 
 
Provided by office staff or 
health office 

Student Name: ______________________________ DOB: ____________________ School: _____________________ 
School Nurse: _______________________________  Date of IHP: _____________________ 
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Student Name: ______________________________ DOB: ____________________ School: _____________________ 
School Nurse: ________________________________ Date of IHP: _____________________ 

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 
      If symptoms do not significantly improve in ___ 

minutes; 
       Contact parent/guardian for instructions; 
       CALL 911 EMERGENCY RESCUE  
       SERVICES  
 
 
            All EMERGENCY RESCUE personnel will be 
given information about student’s allergies if they are 
called to attend student for allergic response, accident/
injury or illness      
 

 

Knowledge deficit related to allergies 
 
 
 
 
 
 
 
Potential for change in medical status 

Student will increase 
responsibility in prevent-
ing and managing  
allergic response in 
school. 
 
 
 
Student will participate 
in collaboration which 
facilitates  
optimum health and 
safety necessary for 
learning. 

Student will be given information and health counseling 
regarding allergies and management of allergic reaction 
at level of student’s understanding. 
 
Classroom teacher (s) will be provided information, 
support and consultation regarding management of this 
student’s allergic condition. 
 
Parent/guardian will provide school nurse with copy of 
current medical report or doctor’s statement annually or 
when change in medical status occurs. 
 
The school nurse will call the student’s doctor to obtain 
current information verbally when this is necessary to 
manage student’s condition at school. 
 
Physician or Healthcare Provider Name: 
___________________________ Phone: __________ 
 
 
 

School nurse-ongoing 
 
 
 
 
 
 
 
Parent/guardian as  
specified 
 
 
School Nurse 



PAGE 4 

Student Name: ______________________________ DOB: ____________________ School: _____________________ 
School Nurse: _______________________________ Date of IHP: _____________________ 

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

The Health Management Plan will be 
reviewed annually with parent/
guardian and appropriate instruc-
tional personnel.  It will be revised as 
needed.  The school nurse in collabo-
ration with parent/guardian will train 
(or arrange for training) and super-
vise all non-medically licensed school 
personnel who are delegated 
Responsibility for implementing any 
part of this health plan. 

The IHP will be updated 
and revised annually to 
meet the health needs of 
the student. 

Review Date:          RN Initials:         Parent Initials: 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________ 

 



Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 
1.  Potential for respiratory distress  
     related to asthma; ineffective airway 
     clearance 

1.  Student will maintain 
     health and well-being 
     necessary for learning 
 
 

1.  Student will be monitored for any of the following   
     signs/symptoms of Asthma: 
      *  persistent coughing 
      *  clearing throat 
      *  difficult breathing, difficulty talking 
      *  audible wheezing 
      *  decreased breath sounds and wheezing by auscultation     
      *  flaring nostrils 
      *  chest retractions 
      *  anxiety, apprehension, panic 
      *  ashen color, circum-oral cyanosis    
 
2.  If noted, or student complains of symptoms: 
           Student will be sent to Nurse’s office for medication  
           administration as ordered by health care provider. 
           Student will carry and self-administer medication as ordered by 
           health care provider. 
 
3.  If symptoms do not significantly improve in ____ minutes: 
           Repeat medications as ordered by health care provider.   
           If symptoms still do not improve after ____ minutes: 
                   
                 Contact parent/guardian for instructions;                 
                CALL 911 EMERGENCY RESCUE SERVICES; 
   

   School Nurse, staff  
    office personnel- 
     ongoing 
 
 
 
 
 
 
 
    Classroom teacher 
    as needed; 
 
   Student--If  appropriate 
 
 
  
 
  School nurse; other 
   personnel as needed. 

2.  Potential for alteration breathing 
     pattern/gas exchange  

2.  Attain & maintain 
     near normal  
     pulmonary function. 
 
      Prevent asthma  
      symptoms; 
      
        

1.   Student will come to Nurse’s office daily at ___________ to monitor 
      lung capacity with peak flow meter. 
         Normal volume: ______________ Low volume: _____________ 
 
       Student will record volume on individual student log. 
 
       A copy of student log will be sent home with student: 
             weekly 
             monthly 
 
             If peak flow volume is below _________________: 
            Student will administer medication as ordered by physician; 
                        
            Parent/guardian will be contacted for instructions; 
             

Student as ordered by physi-
cian 
 
      
 Student 
     
 School nurse-as specified 
 
    
    
Student-as needed 
    
 
School nurse 

Student Name: _____________________________ DOB: _________________  School: ______                          ______   
School Nurse: _____________                   _____     Date of IHP:  ____________________                                        
Physician Name: ___________         ______   Ph. #: ________         ___ Parent Signature:__            ________________   



Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

3.  Potential need for medication for management 
     of asthma;  
 
     Potential for noncompliance with prescribed 
     medications related to: 
       * knowledge deficit 
       * improper administration of medication 
       * perceived ineffectiveness of medication 
       * denial of need for medication 
       * inability to access medication 
 
 
 
 
 
 
 
 
 
 

3.  Maintain near normal  
     pulmonary function; 
     prevention of asthma  
     symptoms; prevention of 
      recurrent asthma episodes. 
 
      Student will learn the  
     importance of compliance 
      medication regimen to  
      maintain  optimum health 

3.  Student will come to the Nurse’s office for supervised  
     administration of the following medication (s) according to  
     written physician’s  orders: (Medication Authorization Policy) 
     Medication(s)                              Dose                          Time 
 
 
 
 
 
 
All LLS procedures/policies will be followed for administration of 
medication. 
 
Student will be reminded to come to nurse’s office for medication if 
the student does not report within _____ minutes of scheduled time. 
 
Parent will maintain an adequate supply of medication at school.  
Parent will be notified when supply of medication needs replacement. 
 
Student will be monitored for adverse side effects or decreased thera-
peutic benefit of medication such as: 
 
 
 
 
 
    Student  will receive medication by nebulizer.  LLS procedure for  
administration of nebulizers will be followed. ( see manual) 
 
Student is on the following medications being taken at home: 
Medication(s)                           Dose                       Time 
 
 
 
 
Parent will be notified is there are any concerns regarding the medica-
tions which might require medical follow up.   

Student/school nurse-as ordered 
by doctor 
 
 
 
 
 
 
 
 
 
 
 
Teacher/health office personnel-
as specified 
 
Parent/Nurse’s office personnel-
ongoing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
School nurse as needed 

Student Name: ______________________________ DOB: ____________________ School: _______                    _____ 
School Nurse: _______________________________  Date of IHP: ______________________ 

PAGE 2 



Student Name: _____________________________ DOB: _________________ School ______________________ 
School Nurse: ______________________________  Date of IHP:__________________ 

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

 
 
 
 
4.  Potential for respiratory distress 
     secondary to physical activity/ 
     exercise-induced asthma 
  
 
 
 
 
 
 
 
 
 
 
 
5.  Knowledge deficit related to asthma and its 
management 

 
 
 
 
Student will be able to  
participate in school  
activities while  
maintaining optimum  
respiratory status. 
 
 
 
 
 
 
 
 
 
 
5. Student will increase knowl-
edge related to asthma to allow 
improved self-monitoring and 
management of the disease. 

         Student will carry and self-administer asthma inhaler as  ordered by 
physician as indicated on medication authorization form. 
 
4. Student  and school personnel will note any signs of increased respira-
tory effort. 
         Staff will allow rest periods as needed during physical activity. 
         Student will go to nurse’s office for asthma inhaler _____ minutes 
prior to physical activity, as ordered by physician. 
 
2. Student has the following restrictions for physical activity: 
 
 
 
 
           
          When a student is unable to participate in physical activity, an 
alternate education activity will be substituted. 
 
5.      Student will be provided with ongoing health education and coun-
seling related to asthma and its management appropriate to age and level 
of learning. 
          
         The school nurse/health educator will provide information on 
asthma and management to the classroom teacher in the form of written 
materials and  consultation to support the student’s needs. 
         The student’s knowledge/understanding of his illness will be dis-
cussed with him/her to assess level of  awareness and need for review/or 
update. 
         A classroom presentation on asthma will be given to student’s  
Classmates as needed   

Student-as ordered by M.D. 
 
 
Student/staff/school RN 
 
 
 
 
 
 
 
 
 
 
Classroom instructor-as 
appropriate 
 
 
School nurse-continuously as 
needed. 
 
 
 
 
 
 
School nurse when felt to be 
of benefit to the student/ 
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Student Name: ______________________________ DOB: ____________________ School: ______                _________ 
School Nurse:  _______________________________ Date of IHP:  _____________________ 

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

6.  Potential for change in medical status 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Student/family will collaborate 
with members of the health 
team to facilitate optimum 
health and safety necessary for 
learning. 
 
 
 
 
 
 
 
 
 
 
 
 

6.  Parents will provide school nurse with a copy of current medical 
report or doctor’s statement annually or when a change in status oc-
curs. 
 
The school nurse will call the physician to obtain current information 
verbally when necessary to enable management of the student’s condi-
tion at school 
 
Physician:                                      Phone: 
 
 
 
 
 
 
 
 

 
Parent/guardian annually or prn 
 
 
 
School nurse prn 
 
 
 
 
 
 
School nurse annually or as 
needed. 

The Individual Health Plan (IHP) will be  
reviewed annually with the parent/guardian as 
well as appropriate staff members.  This plan 
may be revised/updated as appropriate to  
ensure the most current treatment modalities 
for the student.  The school nurse ( in  
collaboration with parent/guardian will train 
(or arrange for training) and supervise all  
non-medically licensed school personnel who 
are delegated responsibility for implementing 
any portion of this plan as appropriate. 

The IHP will be updated/
revised annually to meet the 
health needs of the student 

Review Date:                RN Initials:            Parent Initials:___ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 
___________________________________________________ 

 





Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Physiological injury due to: 
development of acute complications related 
to hypoglycemia (insulin shock) or ketoaci-
dosis. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Student (parent) will recog-
nize and treat early signs of 
insulin shock appropriately 
and know how to recognize 
and respond to early signs 
of ketoacidosis 
 
 
 
 
 
 

Parent will be notified if there are any concerns regarding the medica-
tions which might require medical follow-up. 
 
All LLS procedures/policies will be followed for administration of  
medication. 
 
Student is on the following medications being taken at home: 
Medication(s)                            Dose                         Time 
 
 
 
Student will be reminded to come to nurse’s office for medication if 
the student does not report within ______ minutes of scheduled time. 
 
Monitor diet adherence, reinforce and instruct as appropriate. 
     A.  Arrange dietary consult when needed. 
 
Provide praise and reinforcement for self-management skills. 
 
     A.  Provide referral and access to youth diabetes group. 
     B.  Promote verbalization of feeling re: illness. 
     C.  Monitor and support behaviors of positive adaptation 
 
Provide opportunities for student to become more self-sufficient in 
self-care. 
  
 
Instruct teachers/staff  on signs and symptoms of hypoglycemia /
insulin reaction (low blood sugar): 
     __ headache                             __ Feels “low” or not well 
     __ moist skin, sweating           __ Loss of coordination and slurred 
     __ pale skin                                   speech 
     __ shakiness                             __ Confusion, progressing to seizure  
     __ dizziness                                    or unconsciousness 
     __ sudden hunger                    __ weakness 
     __ droopy eyelids   
     __ Change in behavior (inability to concentrate, short temper, 
          irritability, out of control crying or laughter, etc)     
 
***Follow Individual Emergency Health Plan for Student                 

School Nurse 
 
 
 
 
 
 
 
 
 
 
 
 
Teacher/Staff/School Nurse-
ongoing basis 
 
 
 
 
 
 
 
School Nurse 
 
 
 
 
 
 

Student Name: ______________________________ DOB: ____________________ School: _____________________ 
School Nurse: _________________       ___________ Date of IHP: _____________________ 
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Student Name: ______________________________ DOB: ____________________ School: _____________________ 
School Nurse: _________________        __________ Date of IHP: _____________________ 

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Alteration in self-esteem due to:   
diabetes care requirements; developmental level 
and needs; dysfunctional grieving; embarrassment; 
stigma associated with having chronic illness; 
lifestyle changes created by diabetes & manage-
ment 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
tudent will demonstrate in-
creased adaptation to and psy-
chological comfort with body 
changes and lifestyle require-
ments. 
 

Instruct teacher/staff on signs & symptoms of hyperglycemia/diabetic 
Ketoacidosis (high blood sugar over extended period of time due to 
lack of insulin) 
 
__ extreme thirst                         __ blurred vision 
__ frequent urination                  __ drowsiness 
__ dry skin                                  __ nausea 
__ hunger                                    __ difficulty breathing  
 
***Follow Individual Emergency Health Management Plan for  
Student. 
 
 
 
 
 
 
 
 
Provide praise and reinforcement for self-management skills. 
     A.  Provide referral and access to youth diabetes group. 
     B.  Promote verbalization of feeling re: illness. 
     C.  Monitor and support behaviors of positive adaptation 
 
Consult physician and provide counseling referral if adjustment is  
non-progressive or dysfunctional. 
 
Clarify misconceptions about diabetes 
 
Provide support for student, family and staff in adaptation to diabetes  
 through referral, listening, teaching and regular communication. 
  

School Nurse-as needed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
School Nurse, Staff,  
Parent/guardian-ongoing  
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Student Name: ______________________________ DOB: ____________________ School: _____________________ 
School Nurse: ______________________       ______ Date of IHP: _____________________ 

Nursing Diagnosis/Concern Educational Goal Plan of Action By Whom/When 

Potential for infection due to:  high glucose lev-
els providing medium for bacterial or fungal 
growth; depression of leukocyte function associ-
ated with high glucose levels; delayed healing due 
to  fluid imbalance and high glucose; knowledge 
deficit related to prevention; knowledge deficit 
related to early intervention. 
 
 
 
 
 
 
 
Potential for change in medical status 

Student will not develop infec-
tions and will self-treat (as able) 
minor illnesses and injuries 
appropriately 
 
 
 
 
 
 
 
 
 
 
Student/family will  
collaborate with members of the 
health team to facilitate opti-
mum health and safety neces-
sary for learning 

Instruct student in good skin care techniques. 
 
Instruct students and parents in signs and symptoms of upper respira-
tory and urinary tract infections. 
      A.    Instruct students and parents in early treatment activities and    
              need for physician evaluation. 
 
Instruct students and parents in early treatment of skin injuries and 
signsrequiring physician evaluation. 
  
 
 
 
 
Parents/guardians will provide school nurse with a copy of current 
medical report or doctor’s statement annually or when a change in 
status occurs. 
 
The school nurse will call the physician to obtain current information 
verbally when necessary to enable management of the student’s condi-
tion at school. 
 
Physician:                                                 Phone:     
 
 
 
 
The Individual Health Plan (IHP) will be reviewed annually with the 
parent/guardian as well as appropriate to ensure the most current treat-
ment modalities for the student.  The school nurse (in collaboration 
with parent/guardian as well as appropriate staff members.  This plan 
may be revised/updated as appropriate to ensure the most current 
treatment  modalities for the student.  The school nurse (in collabora-
tion with parent/guardian  will train (or arrange for training)  and 
supervise all non-medically licensed school personnel who are dele-
gated responsibility for implementing any portion of this plan as ap-
propriate.                

School Nurse 
Diabetes educator 
Physician 
 
 
 
 
 
 
 
 
 
 
 
Parent/guardian annually 
 
 
 
School Nurse 


