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Medical Orders for Specialized Health Care Procedures 

 Student Name: Date of Birth: 

Home Address: City: State: ZIP: 

Name/Description of specialized health care procedure:  

 

 

 

 
 

Time or indication for procedure:   

 

Precautions, potential complications & needed actions:   

 

 

 

 

• Persons Authorized to perform procedure:   School Nurse              Trained School Staff                Student  

Procedure is to be continued as above until (maximum of one school year): 

  
 

Medical Provider Signature: ____________________________________________ Date: _____________________ 
  
Print Medical Provider Name: _____________________________________________________________________ 
 
Medical Provider Contact Information: ______________________________________________________________ 
 

 
I request that the procedure/treatment be performed to my child, named above.  The medical provider 

explained to me the procedure, its purpose and possible complications. 
 
 

Parent/ Guardian Signature:______________________________________________________________________ 
 

• Print Name: ________________________________________________________ Date: ______________________ 
•  

 


