
Licensed Medical Provider Order/Authorization for
Health Care Services to be Performed at School

Attach Health Care Plan If Applicable

Student Birth Date Parent(s) Name

I. Describe Condition for which Procedure is Required

II. Describe Procedure(s) to be Performed

III. Time Schedule for Procedure

Procedure should be continued until (date)____________________________________________

IV. Precautions/Possible Adverse Reactions/Interventions

V. Describe Special Equipment Required (If Any)

VI. Describe Physical Limitations (If Any)



Authorization for Health Care Services to be Performed at School, Continued

VII. Special Dietary Requirements

VIII. Medications
Medication(s) Prescribed Dose Expected Side Effects and  Learning Efficiency

IX. Parent Authorization Request for Special Health Care Procedures

I, _______________________________, request the above health care procedures and/or medication treatment
be administered to my student at school. I understand that qualified designated person(s) will be performing
these health care services. I will notify the school immediately if my student’s health status changes or there is a
change or cancellation of the procedure/medication(s).

I understand that I am responsible for providing and bringing all medical equipment, supplies, medications (in
labeled prescription bottle/container) and dietary supplements.

Parent/Guardian Signature Date

X. Licensed Medical Provider Authorization

As the licensed medical provider for _____________________________ (Student’s Name), I verify that the proce-
dures and treatments, as described, are necessary to be performed during the school day.

❏ I approve the Individualized Health Care Plan and approve of it as written.

❏ I approve the Individualized Health Care Plan and approve of it as modified.

❏ I do not approve the Individualized Health Care Plan. I have attached a substitute plan.

Licensed Medical Provider’s Signature Date

TO WHOM IT MAY CONCERN:

I herby give my permission for the following licensed medical provider _________________________ and/or

medical agencies___ ________________________________ for exchange of confidential medical information

contained in the record(s) of my student _________________________________________________ date of

birth __________________________ to  ________________________________.

                                                                                          ____________________________________________
                                                                                                              Signature of Parent or Guardian


