Physician’s Authorization for Medical Procedure at School

 Health Services Department

	Parent Consent for Release of Information or Medical Records for the ____________ School Year

To Whom It May Concern:

I hereby give my permission for exchange of confidential information contained in the record of my child to school personnel.

Name of Child / Student:    ______________________________________  DOB: ________________

Please list names of medical providers, phone and/or FAX numbers and address:

Name:_____________________________ Phone#: __________________Fax#: _______________________



	                            Signature of Parent/Guardian                                                         Date


   □ Pulse Oximetry          □ Oxygen 

(To be completed by the School Nurse) Requesting orders for the following: _____________________________

____________________________________________________________________________________________________________________________________________________________________________________________

Note to the medical provider: Renewal or new Orders are required to be obtained after July 1, for the start of the new school year. Special Health Care procedures administered at school must be ones that can be learned in a reasonable amount of time. These procedures may be performed by unlicensed, parent designated school personnel. Please attach any specific care plans.

Physician, Please Complete and Return to the School Nurse by ___________.

1. Diagnosis/physical condition that necessitates procedure (s): _____________________________________

Use of Pulse Ox (supplied by Parent/Guardian) at school for signs and symptoms or at times identified below: ________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

Student’s sp02 runs between ___________________ on a regular basis
2. Does student require Oxygen □ Yes □ No, if Yes, via Mask____ or via cannula____(supplies provided by parent/guardian)
   □ Continuous at ___________Liters 

   □ Intermittent based on sp02 as follows: _________________________________________________________

   □ According to a titration schedule attached
3. List any concerns about transporting the pupil on the bus: ____________________​​​​____________________

4. Should P.E. be restricted?  □ Yes  □No , If yes, when: ____________________________________________





Signature of Physician___________________________________ Date______________





Print name of Physician______________________________________





Please return to: __________________________     ___________________________


				 Nurse				             School


				


2019    	Phone: ___________________	FAX____________________________








