HEALTH SERVICES
JEFFERSON PARISH SCHOOLS
822 S. CLEARVIEW PkwY
HARAHAN, LA 70123
(504) 736-7386
FAX: (504) 736-7389
www.jpschools.org

Parent Authorization for Specialized Health Care

I, the undersigned parent/guardian of:

Name Birth date

Request that the following health care service(s)

be administered to my child. | understand that a qualified designated person(s) will be
performing the above-mentioned health care service. It is my understanding that in
performing this service, the designated person(s) will be using a standardized
procedure, which has been ordered by my physician.

Physician's Name Address Phone

| give my permission for the Jefferson Parish Public School nurse to obtain any
necessary information from said physician in order to care for my child.

I will notify the school immediately if the health status of the above named child
changes, | change physician, or there is a change or cancellation of the procedure.

| understand that the above procedure should be scheduled before or after school hours
whenever possible.

Signature of Parent/Guardian Date
Address City State Zip
Phone (Home) (Cell) (Work)
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