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[bookmark: _GoBack]SPECIALIZED HEALTH CARE PROCEDURE AUTHORIZATION FORM
PHYSICIAN’S REQUEST FOR SCHOOL HEALTH SERVICES
The Fredericksburg Independent School District Health Services personnel or other designed employees will provide specialized health care procedures when they are required for students to remain in school.  The school nurse will coordinate all procedures on campus.
The Specialized Health Care Procedure Authorization Form must be completed each school year for all specialized health care procedure provided at school.  It must include the physician signature and parent/guardian signature. 
Student’s Name:  _________________________________________ Date of Birth: ________________ 
Physical condition for which procedure is to be performed: ____________________________________
_____________________________________________________________________________________
Name of Procedure(s):  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Effective from: ________________________________ through ________________________________.
Time schedule and/or indication for the procedure:  __________________________________________
Precautions, possible reactions:  __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Circumstances in which the physician should be contacted: _____________________________________
_____________________________________________________________________________________
The following person(s), as designated by the principal, may be trained by the school nurse to perform the above listed procedures:  Health Assistant, Teacher, Aide, Secretary/Clerk, and/or Other.

Physician’s Name (print) __________________________ Signature _____________________________

Date ________ Address ___________________Telephone _________________Fax ________________
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