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Student Medical Information

Physician’s Orders for School Personnel
(Required Annually)

Child’s Full Name: ____________________________________________________________            D.O.B. _____________________
Child’s Diagnosis: _____________________________________________________________________________________________
[bookmark: _GoBack]Does this child need specialized services in order to benefit from a school program?  (Such services might include, but are not limited to, clean intermittent catheterization, gastrostomy feedings, tracheostomy suctioning, blood/ urine glucose monitoring, etc.) Please use one form for each procedure/ health care service recommended. 

Type of Health Care Service Recommended: ________________________________________________________________________
Specific Instructions/ requirements for this procedure: _______________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 

Is special training required to perform this procedure? ___ Y ___ N
The school nurse will instruct / train designated school personnel to perform the procedure if appropriate. Please indicate any special circumstances, possible complications, etc. of which the school and service provider should be aware of, along with any emergency action or precautions that should be taken: ___________________________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________
Please attach additional sheets to this form if space is needed. 

Medication orders, if necessary: (please include generic name, dose, route, time and frequency to be administered, and any special instructions for administration of medication) ____________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Physician’s Signature ______________________________________________________________ Date _______________________

(Please print or type the following):
Physician’s Name: _________________________________________________________________________________________________________
Physician’s Business Address:  _______________________________________________________________________________________________
            City and Zip Code:  ___________________________________________________________________________________________________
Physician’s Office Telephone: ________________________________________________________________________________________________

(To be completed by the parents):
Name(s) of Parent(s): ______________________________________________________________________________________________________
Address: ________________________________________________________________________________________________________________
          City and Zip Code: ____________________________________________________________________________________________________
Home Telephone/Primary Cell: _____________________________________________ Optional phone: ___________________________________
Child’s School: ______________________________________________________________________________ Grade: _______________________

Parent permission for the above procedure to be performed at school: 
Parent Signature: _____________________________________________________________________________________________

**Please leave a copy of this form with your child’s school nurse or email to Germantown Municipal Schools Lead Nurse @ colleen.cheatham@gmsdk12.org


Germantown Municipal School District offers educational and employment opportunities without regard to race, color, creed, national origin, religion, sex, age or disability and adheres to the provisions of the Family Education Rights and Privacy Act (FERPA).
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