
REQUEST FOR PROVISION OF
MEDICALLY PRESCRIBED TREATMENT (NON-MEDICATION)
2009-2010 SCHOOL YEAR
Student's Name:  Last: _______________________________ 
First: ___________________________________________ Middle: ____________
Male: _____    Female: ________    D.O.B:_________________       I.D. #: _________________________________________________________
Borough: ______________________________ District:         ________     School:              ___________ ___     Grade:                 Class: _______    
School Address:                                                                                                                      _______ Zip Code: ______________________________

Part I:  Physician's Statement/Order
(Attach prescription(s)/additional sheet(s) if necessary to provide requested information and medical authorization).


Clean Intermittent Catheterization

             Tracheostomy Care





   

Chest Clapping

Central Venous Line



Oral/Pharyngeal Suctioning


Percussion

Gastrostomy Feeding



Oxygen Administration


Postural Drainage

Naso-Gastric Feeding



Ostomy Care



Dressing Change


Other__________________________________________________________________________________________________________
1.
Diagnosis______________________________________________________________________________________________________
2.
Treatment required in school_______________________________________________________________________________________



______________________________________________________________________________________________________________
3. Specific instructions for providing treatment____________________________________________________________________________



______________________________________________________________________________________________________________
4.
Frequency/time to be provided _____________________________________________________________________________________
5.
Conditions under which treatment should not be provided ________________________________________________________________ 
6.
Date(s) when treatment should be initiated _________________________terminated __________________________________________

7.
Possible side effects/adverse reactions to treatment _____________________________________________________________________
______________________________________________________________________________________________________________
8. Specific instructions for non-medical school personnel in case of adverse reactions_____________________________________________

______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
9.
Specific instructions for nurse (if one is assigned and present) in case of adverse reactions ______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
10.
Diagnosis is substantially controlled with provision of medically prescribed treatment   Yes               No _____

11.
Diagnosis is self- limited                 Yes               No _______

_____________________________________________



_________________________________________________________
Physician's Name (Print)








Physician's Signature

                                                                                          



                                  _______ 



_________________
Physician/Clinic’s Address  







NYS Registration No.






Date Signed

_____________________________________________ 



                                                                                          ____________
Zip Code










Physician/Clinic’s Telephone No.

Physician/Clinic’s Fax No.

	FOR DOE/DOHMH USE: Revisions as per DOE/ DOHMH contact with prescribing physician

__________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________



09-10
PROVISION OF MEDICALLY PRESCRIBED TREATMENT:

PARENT/GUARDIAN'S CONSENT AND AUTHORIZATION 

2009-2010
I hereby authorize the provision of medically prescribed treatment in accordance with the attached instructions of my child's physician.  I understand that I must furnish all necessary equipment and supplies and that I must immediately advise the principal and/or his/her designee(s) especially the school nurse of any change in the prescription or instructions stated above.

I understand that this Authorization is only valid until the earlier of: (1) June 30, 2010; (This prescription may be extended through August if the student is attending a New York City Department of Education (the “Department”) sponsored summer instruction program; or (2) such time that I deliver to the principal and/or his/her designee (s) a new prescription or instructions issued by my child's physician regarding the provision of the above-prescribed treatment.
By submitting this Request for Provision of Medically Prescribed Treatment (Non-Medication) Form, I am requesting that my child be provided with specific health services by the Department and the New York City Department of Health and Mental Hygiene (“DOHMH”) through the Office of School Health (“OSH). Full and complete instructions regarding the provision of the above-requested health service(s) are included in this form.  I understand that the Department, DOHMH and their agents, and employees involved in the provision of the above-requested health service(s) are relying on the accuracy of the information provided in this form.  It is my intention that my child will be provided with health service(s) according to the information and instructions that are provided in this form. I understand that it is my responsibility to provide all equipment and supplies necessary for the provision of the above-requested medically prescribed non-medication treatment.

I recognize that this form is not an agreement by the Department or DOHMH to provide the services requested, but, rather, my request, consent and authorization for such services.  If it is determined that these services are necessary, a Student Accommodation Plan may also be necessary and will be completed by the school.

I hereby authorize the Department or DOHMH, and their employees and agents, to contact, consult with and to obtain any further information they may deem appropriate relating to my child's medical condition, medication and/or treatment, from any health care provider and/or pharmacist.

 











Please Print Parent/Guardian’s Name & Address below: 

_____________________________________________     
__________________________________________
Parent/Guardian's Signature
_____________________________________________    
__________________________________________
Date Signed 

_______________________________ ____________ 
  

__________________________________________
Daytime Telephone No./Home Telephone No.




DO NOT WRITE BELOW
(FOR DOE AND DOHMH ONLY)
	Student’s Name:____________________________________                   OSIS No: _______________________________________

Received by:   ___________________________     _______                    Reviewed by:________________________       ________
                                              Name                           Date                                                                      Name                        Date
Referred to School 504 Coordinator:   Yes

 No

	Services provided by:
 Nurse
      DOHMH Public Health Adv.
 School Based Health Center
      DOE School Staff

Self-Directs Treatment:
           Yes

         No

Signature and Title:                                                                               

_____________________________________________

                                                      (RN OR SMD)                                      
(Date school notified and form forwarded to DOE liaison)

	09-10


FOR DOE/DOHMH USE:


□ 504	     □ IEP	      □ OTHER








