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Marion School District 

Headache Care Plan 
 

Name:          DOB:    
Grade:    Teacher/Homeroom:        
Parent/Guardian:            
Address:             
City:    State:    Zip:      
Home Phone:   __Cell Phone:   __Work Phone:    
Emergency Contact:     _____Phone:    ______ 
Physician:      _____Phone:    ______ 

 

 Headache symptoms account for many visits to the health room and phone calls to parents. May of 
these headaches are painful but do not constitute a serious problem. 

 Tension headaches are usually caused by stress or poor posture. Scalp and neck pain, or a feeling of a 
“tight band” around the head, characterizes them. 

 The classic migraine headache is characterized by an aura, or warning of an attack, such as numbness 
of the face or arm, tingling sensations, or vision changes. Following this, pain occurs frequently on one 
side of the head. The student may find light makes the headache worse. The exact cause of this type of 
headache is unknown but could include stress, fatigue, overwork, the menstrual cycle, and dietary 
intake of such things as caffeinated drinks, chocolate, and cheese.  

 
Problem: Pain (Migraine Headache) 
Goal: Relieve discomfort. 
Action: 

1. Administer medication as prescribed: ______________________________________________. 
(Insert Instructions) 

a. This medication, if given during the aura, may prevent or decrease the symptoms of pain.  
b. Side effects that must be reported to the parent and school nurse include:     

_______________________________________________________________________.  
    (Insert Side Effects) 

2. The student will be allowed to lie on the cot in a darkened room for approximately 30 minutes to 
one hour to see if symptoms subside. If there is no improvement or the headache becomes worse, 
contact parent.  

3. Note headache symptoms, length of symptoms, time of onset, what the student was doing that may 
have precipitated the headache, and what action you took.  

 
 
 
____________________________________   ____________________________________      
Physician Signature                             Date   Parent Signature                                 Date 
 


