
Student Name:_____________________________________________________________________________

School: ___________________________________________________________________________________

School Phone No. __________________________________________________________________________

Name of contact person / school nurse: ________________________________________________________

Diagnosis: Migraine Tension Type Daily Headache Other ____________________

Preventive Medication(s): ___________________________________________________________________

__________________________________________________________________________________________

Acute Medications:

For nausea _________________________________ Possible side effects ____________________________

For headache pain __________________________ Possible side effects ____________________________

__________________________ Possible side effects ____________________________

Rescue medication __________________________ Possible side effects ____________________________

MEDICATIONS USED:

Non-drug Measures:
Ice pack to head
Acupressure techniques (information available upon request)
Dark quiet room

Please contact our of fice if the student is missing an exce ssive amount of school time, or if you have
any further qu estions.

Your doctor: _____________________________________________

Office phone number: ____________________________________
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