Circleville City Schools

Health Services Department

Request for Administration of Specialized Health Care Procedures

Students who need specialized health care procedures provided during the school day must have, in writing, a physician’s prescription and parental authorization.




This section to be completed by the parents or guardians





Name of Student __________________________      Birthdate _________________________





Student’s Address _____________________________________________________________





School ______________________ Grade _________________  Homeroom _______________


We (I), the undersigned, who are the parents/guardians of the above mentioned child request that the health care service outlined below and prescribed by the physician listed, be provided to our child.  We (I) authorize the school to appoint a qualified designated person(s) to perform the above prescribed treatment as directed by the physician.  We(I) agree to notify the school personnel 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 the above procedure should be scheduled before or after school hours whenever possible.





Signature of parent(s)/guardian(s) __________________________________________________


						Signature				Date


                                                        __________________________________________________


            					Signature				Date





Phone number:  	 Home _______________________  Work ________________________  Cell phone _____________________





This section to be completed by the physician





Diagnosis: _____________________________________________________________________





Name of procedure ______________________________________________________________


______________________________________________________________________________


Description of the Procedure: ______________________________________________________


______________________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


Time/Interval Procedure is to be done: _______________________________________________


Precautions and/or possible adverse reactions: _________________________________________


______________________________________________________________________________


______________________________________________________________________________


Authorization Date: _____________________ Discontinuation Date _______________________


Authorization for this procedure is required annually.





Prescribing physician (print): _______________________________________________________


Physician’s Address: ______________________________________________________________


Physician’s Signature: _____________________________________________________________


Physician’s emergency telephone: __________________Alternate telephone _________________





For School Use Only





The following school personnel have read this form, have been inserviced, and understand the proper technique to perform the procedure outlined:





Signature _________________________________  Date: _________________________





Signature _________________________________  Date: _________________________





Signature _________________________________  Date: _________________________








