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Date received

Student Identification Number


	School High Health Needs Fund (SHHNF) Application Form


· Read the criteria and exclusions in the SHHNF guidelines.
· Complete Parts A, B and C of this form.  
· Arrange for the student’s medical specialist to complete Part D.

Part A

Student details




Date of application___/___ /____
	Family name:       
	First name:       

	Also known as:       
	Date of birth:       

	Age:   ___ y ___ mths                     
	Gender:       
	Ethnic group/s:       


Either
	School:       
	Facility number:

	Principal:

	Postal Address and post code: 



	Phone: (    )             
	Email:


Or
	Early childhood service:     
	Facility number:

	Early intervention provider:      

	School to be attended:      
	Enrolment date:     


	Parent/Caregiver:      

	Postal address and post code: 
     


	Phone: (    )     
	Email:


ACC and SHHNF
Do not apply to the SHHNF if ACC funds paraprofessional (teacher’s aide) time at school for the student’s high health needs.  For further information go to www.minedu.govt.nz and search for ACC protocol.   

Part B

Student’s high health information

Please describe the student’s high health condition and needs.  
Provide information about 
· how often the needs occur at school and how long the needs last. 
Provide information that demonstrates the severity of the needs, for example 

· Reason/s for medical appliances, apparatus, equipment at school

· Reason/s for treatment of the health condition at school 

· Strength of allergic reaction

· Stability of diabetic condition 

· The cause for lack of bowel and/or bladder control

· Effect of medication/s at school
· The limitations on the student’s presence at school and participation in the curriculum.  

	 Type here – box expands. 




Describe the care or supervision that the paraprofessional must provide to meet the student’s high health needs at school.  Or, attach a current Health Care Plan that contains this information.  
	Type here – box expands. 




List the health professionals currently involved with the student

	Name
	Job title

	     

	     


	     

	     


	     

	     


	     

	     


	     

	     


	     

	     



Complete the Declaration in Part C.
Arrange for the medical specialist to complete Part D and return it to you. 

Send the completed form (Parts A, B, C, D) by 

1. Email 

Scan the completed form including signed Declaration pages and send to manager.eligibility@minedu.govt.nz .  Do not post a duplicate print copy.
If no scanner is available, email Parts A and B as an attachment.  Send the signed Declaration pages (only) by post to the address below. 

Or
2. Post 

Assurance and Eligibility Unit

Ministry of Education, Special Education

P O Box 2522

Addington

Christchurch 8140.
Receipt of your application will be acknowledged by email. 

Part C



Educator declaration


	Name of student:

	Name of educator:      

	Position held:      

	Place of employment:      

	Postal address and post code:      


	Phone: (     )      
	Email: 

	Declaration:  I have read the completed application and confirm that the information is a full and accurate description of the student’s needs. 

_______________________
Signature of educator                                                       Date:

____________________________________________
Name and Signature of educator’s manager                  Date:                              


Parent Declaration

	Declaration:  I have read the completed application and agree that it is a full and accurate description of my child.  I allow it to be given to and used by the Ministry of Education to decide on the eligibility of my child for the School High Health Needs Fund.  

If my child is eligible for the SHHNF, I give consent for this information to be given to others involved in the allocation of special education resources and to professionals providing special education services for my child. 

My child is not getting help at school from ACC because of high health needs.  

_________________________________
Signature of parent/caregiver                                  Date:


Part D


	Name of student:      

	Date of birth:      

	School:      


Medical specialist to complete 
 

Describe the need for support at school arising from this individual student’s high health condition/s.  
Provide specific details for this individual student:
· Health condition/s and the particular effects
· Severity and nature of the risks associated with the condition/s
· How often support is required

· The nature of any emergency response 

	

	

	

	

	

	

	

	

	


	Name of medical specialist:

	Job title:

	Place of employment:



	Postal address and post code:



	Phone:  (    )
	Email:

	Signature:                                                                         Date:

















�  If the student does not have a specialist, this section may be completed by a General Practitioner.  The Manager Assurance and Eligibility may seek an opinion from an independent paediatrician in this case.  
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