BLOOD PRESSURE SCREENING REFERRAL FORM

Dear Parent/Guardian:

Blood Pressure screening is one of the preventive health services provided by the School Health Program.  Your child was recently screened as part of our annual school health screening week.

It is recommended that a student be referred to his/her health care provider for further examination with the blood pressure is elevated at three different times.  Your child had the following readings:

	Date of Screening
	Blood Pressure Reading
	Arm Used

	        1. _____________
	     ____________________
	          Rt. ____     Lt. ____

	        2. _____________
	     ____________________
	          Rt. ____     Lt. ____

	        3. _____________
	     ____________________
	          Rt. ____     Lt. ____


Based on the above blood pressure readings, I would suggest that your health care provider examine your child.  Please have him/her complete the form below and return to the school nurse/health coordinator as soon as possible.

School Nurse: _____________________________         School: _____________________________ 

Address: _______________________________________          Phone: ________________________

Physician’s Report of Blood Pressure Examination

Student’s Name: ____________________________________________________________

Examination Findings:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                

Recommendation and/or treatment (include blood pressure monitoring/frequency at school):

Physician’s Printed Name: ______________________________   Phone: _______________

Signature: ___________________________________________   Date:    _______________

Please return this form to your child’s school nurse/health coordinator.
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