Physician’s Authorization for seizure Procedure(s) at School

	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

	


□ VNS Magnet       □ Emergency Seizure Medication/Plan

(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. Presentation of Seizures that necessitates procedure (s): ___________________________________________________________________________________________

2. Number of VNS swipes @ identified onset:______________   Intervals: _______________ 

Maximum # of swipes per event: _______________________

3. Emergency medication for seizures lasting longer than 3-5 minutes or multiple in a row?:  □ Yes     □ No 

4. If yes, please complete the following: Medication___________________   Time to administer: ______________

Dosage & mode of Administration: ____________________________________ 

List any expected side effects: _______________________________________

**Please note that 911 is called each time an emergency medication is administered as part of Mesa Unified School District’s Procedures.
5. List any concerns about transporting the pupil on the bus: ____________________​​​​_________________________

6. Should P.E. be restricted? ______________________________________________________________________

7. Length of day that student can tolerate? ___________________________________________________________





Signature of Physician___________________________________ Date______________





Print name of Physician______________________________________





Please return to: __________________________     ___________________________


				 Nurse				             School


				


MPS-2019		Phone: _________________ 	FAX______________________________








