SPECIAL PROCEDURE ORDERS/APPROVAL

GASTROSTOMY OR JEJUNOSTOMY TUBE FEEDING
PHYSICIAN  (Please complete this section)

Physician Name _______________________________________

Physician Address _____________________________________

Physician Phone # _____________________________________

Student’s Name ___________________________________Date of Birth ____________

Route of Delivery


Gastrostomy __________      Size ______________FR          ___________CM


Jejunostomy __________      Size ______________FR          ___________CM

Time ___________ Amount__________  Formula____________ Rate____________
Flush________________________

Special Instructions:

The school nurse may replace the gastrostomy/jejunostomy tube as necessary. 


 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
No
PHYSICIAN SIGNATURE___________________________________DATE_______

PARENT/GUARDIAN (Please complete this section)

I request a gastrostomy/jejunostomy (circle one) tube feeding for my child____________________________________________ to be done in school. 

Time ___________ Amount__________  Formula____________ Flush____________ 

I give permission for the tube to be replaced by the school nurse if necessary.  (Requires physician’s order).             FORMCHECKBOX 
Yes                  FORMCHECKBOX 
No

PARENT/GUARDIAN SIGNATURE__________________________DATE________

