MEDS 4 Physician's Order for Medical Procedure 
Page 1 of 1

[image: image1.png]



Authorization for Specific Medical Procedure

 To be done by School Personnel

The Sanilac County Intermediate School District requires a physician’s written order and parent/guardian authorization for a specific medical procedure to be done in school.

PHYSICIAN’S ORDER

Name of Child: ___________________________________ Date: _______________________________

Address: ________________________________________ Birth Date: ___________________________

Condition for which specific medical procedure is to be done: __________________________________
____________________________________________________________________________________


Name of specific medical procedure: ______________________________________________________


Time(s) of administration: ______________________________________________________________


Precautions, possible untoward reaction, interventions: _______________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________


If specific medical procedure is a tube feeding, please indicate type of formula and amount to be given at each feeding: _________________________________________________________________________. 


Length of time specific medical procedure is to be done as above: ______________________________

From _________________ to _______________
______________________________________

                     Date                              Date

                     Physician’s Signature








______________________________________








                      Address








______________________________________









         Telephone Number

Authorization of Parent/Guardian for the Specific Medical Procedure by School Personnel

TO: _______________________________________________ Date: ____________________________

                               (Name of Program)

I hereby request that school personnel provide my child __________________________________________ the specific medical procedure as ordered above by his/her physician and will not hold the Board of Education or it’s personnel responsible for complications related to this procedure.

__________________________________________________________
________________________________________

Home Phone


Work (Emergency)


                   Parent/Guardian Signature 




�


Special Education Services


46 North Jackson Street


Sandusky, Michigan 48471


810-648-2200
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