TCSS Health Services
Parent/Guardian Request for Administration of
[bookmark: _GoBack]Medical Procedure or Treatment at School

Student Name: __________________________________________	Date of Birth:_______________
I request that the following specialized health care service(s) be administered to my child:
_____________________________________________________________________________________
_____________________________________________________________________________________
____________________________________________________________________(name of procedure)

This procedure(s) is necessary for my child to attend school and cannot be provided before or after school hours. 
I request that the treatment be administered in accordance with the Physician’s order and Authorization for Administration of Medical Procedure or Treatment. I will notify the school if the health status of my child changes, we change health care providers, or the procedure is changed or cancelled. 
I agree to bring the necessary equipment and supplies, properly labeled, with directions for use in school.
The school is authorized to secure emergency medical services for my child whenever the need for such services is deemed necessary by the principal, school nurse, or other school personnel. 
In consideration of this authorization, made at my request, I agree to indemnify and hold harmless the Tuscaloosa County Board of Education and school personnel administering the treatment from any claim, liability, or damages caused or claimed as a result of the requested treatment. 
I hereby give my permission for exchange of confidential information contained in the record of my child between
_____________________________________________ and ___________________________________.
          (Licensed Health Care Provider Name)				(School Nurse)

___________________________________________ 	____________________
  (Parent/Guardian Signature)				(Date)
___________________________________________ 	____________________
		(Address)				    (Home Telephone)
___________________________________________ 	____________________
(City/State)				     (Work Telephone)

Physician’s Authorization for Administration of
Medical Procedure or Treatment at School
Student Name: __________________________________________	Date of Birth:_______________
Student Address: ________________________________________ City:___________  Zip: ___________
Physical/Health condition for which procedure is to be performed: ______________________________
_____________________________________________________________________________________
Name of treatment or procedure: _________________________________________________________
Instructions for administering treatment or procedure: ________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Precautions, possible untoward reactions, and recommended intervention(s): _____________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Time Schedule and/or indication for the procedure ___________________________________________
_____________________________________________________________________________________
_______The above treatment cannot be scheduled before or after school hours. 
Treatment to be continued as above until _____________ (date).
Other comments: ______________________________________________________________________
_____________________________________________________________________________________

Physician’s Signature: __________________________________________	Date: ______________
Address: _________________________________________________	City: ______________________
Zip: _________________ Phone: ___________________ Fax: __________________

FOR SCHOOL USE ONLY
School nurse’s signature: _________________________________________ Date: __________________

