Physician’s Clearance Related to COVID-19
Health Services
	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: __________ ID#: _______________
Please list names of medical providers, phone and/or FAX numbers and address:

Name:_____________________________ Phone#: __________________Fax#: _______________________

_______________________________________     _______________

Signature of Parent/Guardian                           Date

	


Note to the medical provider: By completing this form, you are providing medical clearance for the above student to attend Face-to -Face learning within the physical buildings during this Pandemic. Please be aware that for safety reasons and in following CDC guidelines, we will not be providing procedures at school that may aerosolize the virus, such as: Nebulizers, Suctioning: oral and tracheal or High flow oxygen 

Physician, please complete the following and Return to the School Nurse by ____________, to assist us in
making accommodations for this student:
1. Student can attend school and be kept safe, throughout the school day, without the need for the above aerosolized procedures during the school day: Yes ___ No ___

2. Student can wear a mask:  Yes ___ No ___   

if No, student can wear a face shield: Yes ___ No ___

if no, please be aware, we will be encouraging Physical Distancing to the best of our abilities and when providing ADLs, or educational services with students within the physical distancing guidelines, we will follow CDC guidelines for face coverings.
3. List any concerns about transporting this pupil on the bus: ________________________________________

4. Other accommodations you would like us to be aware of or consider for this student: ________________________
______________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________
5. Should P.E. be restricted? ______________________________________________________________________

6. Length of day that student can tolerate. ___________________________________________________________





Signature of Physician___________________________________  Date______________





Print name of Physician______________________________________





Parent Signature: ________________________________________ Date: ______________





Please return to: __________________________     ___________________________


				 Nurse				             School


				


	Phone: _________________ 	FAX______________________________








