
 
 

  
FERGUSON-FLORISSANT SCHOOL DISTRICT 
Office of the School Nurse 
Parent Authorization for Specialized Health Care 

 
As the parents/guardians of _______________________​ ​ __________________ 
​ ​ ​ ​ (Student’s Name)​​ ​ ​      (DOB) 
 
We request that the following healthcare service(s) be administered to our child.  We understand that a qualified 
designated person(s) will be performing the health care service.  It is our understanding that in performing this 
service, the designated person(s) will be using a standardized procedure which has been approved by our physician.  
We give permission for the exchange of confidential information between the school nurse/designee and the 
prescribing physician regarding our child’s health care needs.   
 
 
____________________________________________________________________________________________ ​  
(Physician’s Name)​ ​ ​ ​ (Address)​ ​   ​ ​ (Phone) 
 
 
Health care service request: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
We will notify the school immediately if the health status of our child changes, we change physicians, or there is a 
change or cancellation of the procedure. 
 
We understand that it is our responsibility to provide all supplies and equipment necessary for this 
procedure.    
 
We understand that the above procedure should be scheduled before or after school hours whenever possible. 
 
We have read and fully understand the Plan of Treatment as it is written and have had the opportunity to ask 
questions regarding the Plan.  We authorize the treatments and medications to be given as ordered.  
 
 
___________________________________​ ​ ​ ___________________________________ 
(Parent/Guardian)​ ​ ​ ​ ​ (Date) 
 
(Home Phone)​ ​ ​ ​ (Work Phone)​ ​ ​      (Cell Phone) 
 
 

FOR OFFICE USE ONLY 
 
  
School Nurse must check that all requirements are completed and attached to this document: 
 
 
____  Parent Authorization   ​  ​ ​ ​ Date Received:  __________ 
 
____  Prescription for Care​ ​ ​ ​ Date Received:  __________ 
 
____  Health Care Plan​ ​ ​ ​ ​ Date Completed:  __________ 
​  
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Specialized Health Care Procedure Guidelines 

​  
 
Before a Specialized Health Care Procedure can take place in the school, the following must 
occur: 
 
1.  Parent must complete a Parent Authorization For Specialized Health Care form.   
 
2.  A written prescription from the student’s qualified licensed physician must be                  
obtained and on file prior to procedure being done at school. 
 
3.  A Specialized Health Care Plan (N25HP) must be written and implemented for all students 
receiving specialized health care services at school.  This plan outlines how the district intends to 
meet the student’s specialized health care needs and serves as general understanding between the 
student’s parents(s)/guardian(s), health care providers(s), and school personnel.   
 
4.  Parent must supply all supplies and equipment for the Specialized Health Care Procedure. 
 
 
All components must be in place before the procedure is done by the district employee.   
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