
Parent / Guardian Signature: ________________________________________________ Date: ________________________ 

School Nurse Signature: ____________________________________________________ Date: ________________________ 

School staff will notify school nurse and/or parent/guardian if the child experiences the following symptom(s): 
•
•
•
•
•
• 

Severe headache that does not go away or get better.
Seizures: eyes fluttering, body going stiff, staring into space.
Student seems to forget everything, develops amnesia.
Shaky hands, tremors, muscles get weak, loss of muscle tone.
Nausea or vomiting that returns.
Other: ___________________________________________________________________ 

My child has these additional chronic illnesses/disabilities: 
My child has these allergies: 

*Please list ALL school-related athletic activities in which this student participates: _________________________________________ 

 It is understood that any medication is administered solely at the request of and as an accommodation to the undersigned parent or guardian. I 
understand that I am responsible for furnishing all medications. The school nurse has permission to communicate with the healthcare provider 
regarding this medication and plan of care including, but not limited to, orders, clarification of orders, etc. I understand that the health care 
provider may disclose protected health information in consultation with the school nurses. All information obtained will remain confidential and be 
available on a need-to-know basis to those individuals who are involved in providing for your child’s health and educational needs at school. In 
consideration of the acceptance of the request to perform this service by any person employed by the Rutherford County School System, the 
undersigned parent or guardian hereby understands and agrees that the Rutherford County School System and its personnel shall not be held liable 
for any injury resulting from the reasonable and prudent administration of medication or the reasonable performance of health care procedures, 
including the administration of medication. (T.C.A. § 49-50-1602) 
By signing, parent indicates agreement with above statements. 

 

Please list all medications that are to be taken at SCHOOL: 
Dosage/Strength Medication Day/Schedule Time of Day Purpose 

Student Information **THIS PAGE IS TO BE COMPLETED BY A PARENT/GUARDIAN.

 Student Name : ______________________________________________Date of Birth: __________________________________ 

Age: _____Grade: _____ School: ____________________ Homeroom/1st Period Teacher: __________________________________ 

Emergency Information 

Parent/Guardian Name(s): 

Phone #1 

Specialist: 

Primary Care Physician: 

In the event that a parent/guardian cannot be reached, please contact: 

1.__________________________________________ Relationship: ________________________ Phone: ______________________ 

2.__________________________________________ Relationship: ________________________ Phone: ______________________ 

Diagnosis/injury/procedure/surgery: _____________________________________________________________________________ 

Phone #2 __________________________________________ 

____________________________________ 

______________________________________________ Phone: 

Phone: 

______________________________________________ 

______________________________________________ 

Dosage/Strength Purpose Day/Schedule Time of Day Medication 
Please list all medications that are taken at HOME: 

Springs Empower Academy 615-237-7170 
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RUTHERFORD COUNTY SCHOOLS
CONCUSSION ACTION PLAN 

***THIS PORTION IS TO BE COMPLETED BY THE PHYSICIAN.

 Student Name:_________________________________________ Date of Birth: _____________________ 

Current Symptoms:

 

Physician’s name (printed) _____________________________________________________________________________________ 

Physician’s signature Date 

Prognosis/Status: Based on today’s evaluation, the student is: 

Attendance Recommendations: 

Testing Recommendations: 

Workload Reduction Recommendations: 
Audio books 
Audit classes 
Limit computer workShorten tests and projects 

Reduce overall amount of make-up work, class work, 
homework (recommended 50-75%) 

Note Taking Recommendations: 

RecommendationsforBreaks: 

RecommendationsforExtra Time: 

OtherAccommodationsRequested: 

 
Springs Empower Academy 615-237-7170 

Extra time 
Test in a quiet environment 
Allow testing across multiple sessions
Reduced length
No standardized tests 

 No tests or quizzes 
 Open note/open book/take home tests 
 Reformat tests from free response to multiple choice or provide cueing

Full days
Modified days
Home bound instruction (separate application process required) 
No school until_________________, then modified days as tolerated until _________________, then full days as tolerated. 

Progressing
Stable
Regressing
At risk for a prolonged  recovery 

Headache 
Nausea 
Dizziness 
Fatigue 
Sleep Difficulties 
Sensitivity to Light 

    
  

  

Sensitivity to Noise
Cognitive Difficulties - specify:
___________________________________________
Visual Dysfunction - specify:
___________________________________________
Environmental Sensitivity - specify: 
___________________________________________ 

If headache/symptoms worsen in class, the student should put his head down on desk to rest. 
For worse symptoms, student may need to rest in a quiet location prior to returning to class. 

  Allow student to obtain class notes or outlines ahead of time to aid organization and reduce multitasking demands. 

Allow for snacks and drinks. 
Allow student to wear hat and/or sunglasses (sensitivity to light). 
Allow student to wear earplugs at certain times (sensitivity to noise). 
Avoid busy environments (leave class early to avoid crowded hallways, avoid cafeteria and assemblies). 
No physical education class until specifically cleared by physician No sports participation until specifically cleared by physician 

  Allow student extra time to complete and turn in assignments. 

Other: __________________________________________________________________________________ 

See attached orders


