
REFERRAL TO SCHOOL NURSE 
 
DATE ____________________________ SCHOOL ______________________________ 
 
STUDENT _______________________________________________________________ 
 
REFERRING TEACHER _____________________________________________________ 
 
CLASSROOM TEACHER_____________________________________________________ 
 
GRADE________    EC       Yes         No  
 
REASON FOR REFERRAL:___________________________________________________ 
 
COMMENTS: 
 
 
 
 

NURSE ASSESSMENT       
 
DATE/ASSESSMENT: 
 
 
 
 
 
PLAN OF ACTION: 
 
 
 
 
 
GLASSES/CONTACTS WORN _______________________________________________ 
 
REFERRAL   YES       NO        REFERRED TO_________________________________  
 
DATE/FOLLOW-UP: 
 
 
 
 
NURSE SIGNATURE ______________________________________________________  
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