AUTHORIZATION FOR SPECIALIZED PHYSICAL HEALTH CARE SERVICE

Name of Student:  _________________________________ Date of Birth:  _________

Address:  ___________________________________ City/State/Zip: ______________

1. Physical condition for which the procedure is to be performed:
2.  Name of procedure:  ___________________________________________________

3.  Precautions, possible untoward reactions, interventions:

4.  Time schedule and /or indication for the procedure:  ________________________

5.  The procedure is to be continued as above until: ___________________________

________________________________     ___________    _______________________

Health Care Provider Signature                    Date                   Telephone Number

************************************************************************

_____ I request that the above procedure be performed for my child

_____  I will be responsible for the maintenance and calibration of equipment

_______________________________________          _______________
Signature of Parent/Legal Guardian                                     Date
AUTHORIZATION TO RELEASE MEDICAL INFORMATON
I hereby authorize _____________________________to release to the school nurse

                               Licensed Health Care Provider

information regarding my child’s condition and indications for the above procedure.

This information will be used to deliver health services at school to my child.

Name of Student:  _________________________________  Birth Date:  ________

___________________________________________       ____________

Signature of Parent/Guardian                                                  Date

