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School Request for Physician’s Orders 
Date:______________ 

Dear Dr. _____________________, 

We would like to request that you complete the attached form, Physician’s Orders 

for Administration of Specialized Healthcare Procedures,for:  

Student:____________________________ DOB:____________________________ 

Who attends: _________________________________________________________ 
(Name of School) 

A standardized procedure form has been attached for your review. Please make 

whatever changes are necessary to meet the individualized needs of your patient or 

send your own protocol. School personnel will not be permitted to perform such services 

until these forms are completed and received.  

Thank you for your cooperation in this matter. This will assist us in maximizing 

this student’s participation in our school program. Please feel free to call if you have any 

concerns.  

Sincerely, 

Patricia L Beack, RN, BSN, DON  

Patricia L Beack, RN, BSN, DON  
706-827-2828 

I hereby give my permission for exchange of confidential information in the record of my child, named above 
between ________________________ and Stephens County School District. 

 
__________________________________________________________________________ 

Parent or legal guardian signature and date 

 
 

 



 
 

2 
 
 

Student’s Name: ________________________________ DOB:___________________ 

Diagnosis: ____________________________________________________________ 

Procedure: 

Tube Feeding    ⃣   PEG    ⃣   Button   ⃣  G-Tube   ⃣   Other______ 

(**Please complete page 3) 

Clean Intermittent Catheterization________________________________________ 

Ostomy Care ________________________________________________________ 

Oxygen Therapy _____________________________________________________ 

Tracheostomy Care___________________________________________________ 

Tracheal Suctioning __________________________________________________ 

Nose/Mouth Suctioning ________________________________________________ 

Ventilation___________________________________________________________ 

Other _____________________________________________________ 
 
Recommendations: 
____________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

Duration of the Procedure: ______________________________________________ 

Physician:______________________________ Phone:_________________________ 

______________________________________________________________________ 
Physician Signature & Date 

 

Physician’s Order for Specialized Health Care Procedure(s) 
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Student:__________________________________________ DOB:______________________ 

School: __________________________________________ Teacher: ___________________ 

Feeding Plan Case Manager:___________________________________________________ 

Case History: ________________________________________________________________ 

____________________________________________________________________________ 

Date of Previous Swallow Study/Results:_________________________________________ 

Feeding Recommendations:  

●​ Tube Fed:      

  ⃣   Tube fed / Nothing by mouth              ⃣   Tube fed and oral feed 

Formula type/rate:_______________________________________________________ 

Directions for oral feed: ___________________________________________________ 

Positioning:_____________________________________________________________ 

Equipment:_____________________________________________________________ 

●​ Diet/Food Prep: 

Food Consistency Liquid Consistency Other Requirements: 

  ⃣   Pureed   ⃣   Thin liquids 
Circle Type: Mild or Moderate 

 

  ⃣   Ground   ⃣   Nectar 

  ⃣   Chopped   ⃣   Honey 

  ⃣   Bite sized   ⃣   Pudding 

  ⃣      ⃣   No liquids by mouth 
 
Feeding Plan Techniques/Precautions: 

Amount of food per bite: _____________________ Food Placement: _____________________ 

  ⃣    Keep student in upright position ____ minutes after meal     ⃣   Offer a drink after ____ Bites 

Physician:______________________________ Phone:_________________________ 

______________________________________________________________________ 
Physician Signature & Date 
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Parental Permission to Perform Specialized Healthcare Procedures 

Student’s Name _______________________________  DOB:______________________ 

 

 

I hereby grant permission to the appropriately trained personnel, delegated by                

Principal ____________________________, to assist in the administration of the attached 

prescribed treatment(s) to my child while in school and away from school while participating in 

official school activities. It is my responsibility to notify the school if and when these orders 

change.  

 
 
Parent/ guardian: (print)_________________________________________________________’ 

Emergency phone numbers: _____________________________________________________ 

 
__________________________________________________________________________ 

Parent or legal guardian signature and date 
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GUIDANCE AND INSTRUCTIONS TO REQUEST ACCOMMODATIONS FOR SPECIAL 
DIETARY NEEDS​

 IN THE SCHOOL MEAL PROGRAMS 

The medical statement on page 1 must be completed and submitted to Stephens County Schools before any meal substitutions can 
be made. If changes are needed, the parent/guardian is required to submit a new form. 

Guidance​
Disability 

Under Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act Amendments Act (ADAAA) of 2008, a 
'person with a disability' means any person who has a physical or mental impairment which substantially limits one or more major life 
activities, has a record of such impairment, or is regarded as having such an impairment. 

Major life activities include, but are not limited to, caring for one's self, performing manual tasks, seeing, hearing, eating, sleeping, 
walking, standing, lifting, bending, speaking, breathing, learning, reading, concentrating, thinking, communicating, and working. 

U.S. Department of Agriculture (USDA) regulations require reasonable modifications to school meals to accommodate children with 
disabilities when the disability restricts the child's diet. 

Accommodations for special dietary requests that can be made within the Program meal pattern requirements do not require a 
medical statement. 

State Licensed Healthcare Professional is a professional who is authorized to write medical prescriptions under State law and may 
include a physician, nurse practitioner, or physician's assistant. 

Instructions​
​
Part 1: To be completed by the parent/guardian for all special dietary requests. 

Part 2: Please provide sufficient detail for the school food service to make appropriate accommodations. 

Signature: Signature from a State licensed healthcare professional is required when modifications do not meet Program meal 
pattern requirements. 

Federal Civil Rights Notice 

 
In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, the USDA, its 
Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based 
on race, color, national origin, religion, sex, disability, age, marital status, family/parental status, income derived from a public assistance 
program, political beliefs, or reprisal or retaliation for prior civil rights activity, in any program or activity conducted or funded by USDA (not 
all bases apply to all programs). Remedies and complaint filing deadlines vary by program or incident. 

 

Persons with disabilities who require alternative means of communication for program information (e.g., Braille, large print, audiotape, 
American Sign Language, etc.) should contact the State or local Agency that administers the program or contact USDA through the 
Telecommunications Relay Service at 711 (voice and TTY). Additionally, program information may be made available in languages other than 
English. 

 

To file a program discrimination complaint, complete the USDA Program Discrimination Complaint Form, AD-3027, found online at How to 
File a Program Discrimination Complaint and at any USDA office or write a letter addressed to USDA and provide in the letter all of the 
information requested in the form. To request a copy of the complaint form, call (866) 632-9992. Submit your completed form or letter to 
USDA by: (1) mail: U.S. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400 Independence Avenue, SW, Mail 
Stop 9410, Washington, D.C. 20250-9410; (2) fax: (202) 690-7442; or (3) email: program.intake@usda.gov. 

USDA is an equal opportunity provider, employer, and lender. 
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Swallowing and Feeding Plan In Service Training 

The following staff members have been designated by the principal to perform and/or assist 
with specialized healthcare procedures as requested by the parent/guardian of the student. 
 
Signature indicates that training has occurred and that the designated staff understands the 
activities required for administering the procedure.  

Name Position Signature Date 
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Other Specialized Healthcare Procedures Training 

The following staff members have been designated by the principal to perform and/or assist 
with specialized healthcare procedures as requested by the parent/guardian of the student. 
 
Signature indicates that training has occurred and that the designated staff understands the 
activities required for administering the procedure.  

Name Position Signature Date 
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