PHYSICIAN’S AUTHORIZATION FOR SPECIAL HEALTH CARE
TO BE COMPLETED BY PARENT/LEGAL GUARDIAN AND PHYSICIAN

Part 1: CONTACT INFORMATION

Student Name Last First M.I Sex DOB Grade School Year
oM
aF

I hereby request that the treatment specified below be performed on my child T understand the procedure/treatment may be
performed by trained, unlicensed personnel

Parent or Legal Guardian Name (prmt) Parent/Legal Guardian’s Signature Date

| PART 2: PHYSICIAN TO COMPLETE.

PHYSICAL CONDITION FOR WHICH THE STANDARDIZED PROCEDURE IS TO BE PERFORMED:

NAME OF STANDARDIZED PROCEDURE: Please use a separate form for each procedure.

Qi Catheterization Type/Size of Catheter Lubricant ( 1f any)
Cleaning Solution UBetadine OWipes Oother,
UGastrostomy care  Formula Amount Amount Flush

USuctioning Type Oral/Pharyngeal Ulrach

Equipment: WBulb Suction QYankauer [Suction Catheter
OTracheostomy care Type/Size Trach
UOxygen. Amount UNasal Cannula  lype Mask

UBlood Glucose Monitoring
QiOther

TIME SCHEDULE AND/OR INDICATION FOR THE PROCEDURE:

PRECAUTIONS, POSSIBLE UNTOWARD REACTIONS, AND INTERVENTIONS:

THE PROCEDURE IS TO BE CONTINUED AS ABOVE UNTIL: [End of Session or until
(Date)

Physician Name (print) Physician’s Signature Date

Address Phone Fax

RETURN COMPLETED FORM TO SCHOOL NURSE AS SOON AS POSSIBLE
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CONFIDENTIAL

INDIVIDUALIZED HEALTHCARE PLAN
IHP

Lousiana Department of Education

Student’s Name
School

Date of Birth
Grade

USpecial Education

UGeneral Education

BACKGROUND INFORMATION/NURSING ASSESSMENT {Complete all applicable sections.)

Brief Medical History/Specific Health Care (Additional information 1s attached )

OYes

(Additional information 1s attached.)

Psychosocial Concerns OYes HNo Family Concerns/Strengths UNo

(Additional information 1s attached.)

GOALS AND ACTIONS Indrvidualized Healthcare Plan (IHP) Attach nursing diagnoses, interventions and evaluation, etc

Attach physician's order and other standards for care

1) Procedures and Interventions (student specific)

Procedure Administered By Equipment Mamtained Authorized/Tramned By
By

(a)

(®)

(©)

2) Medications: (No WYes (If yes, attach medication 3)Diet: ONo OYes (Ifyes, attach description )

guideline and administration log.

4) Special Transportation Needs: UNo UYes 5) Class/School Modifications: 0ONo Yes
Additional information 1s attached (If yes, attach additional information )
6) Equipment and Supplies: OParent CILEA UNone 7) Safety Measures: No Yes (Ifyyes, attach description )

8) Student Participation in Procedures dNo

L3 (If yes, attach description )

CONTINGENCIES
__ Emergency Plan attached
____ Training Plan attached

POSSIBLE ALERTS

AUTHORIZATIONS I have participated m the development of the Health Services Plan and agree with the contents. Please sign and

date

Parent//Legal Guardian /o Teacher(s) /o
School Nurse /7 Other /o
School Admunistrator /o Other !/

Effective Beginning Date

Next Review Date
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STATE OF LOUISIANA

MEDICATION ORDER

TO BE COMPLETED BY LA, TX, AR, OR MS LICENSED PRESCRIBER
[ PART 1: PARENT OR LEGAL GUARDIAN TO COMPLETE

Student’s Name

DOB

School Grade
Parent or Legal Guardian Name (print)-

Parent or Legal Guardian Signature Date

(Please note A parental/legal guardian consent form must also be filled out Obtain from the school nurse )
[ PART 2: LICENSED PRESCRIBER TO COMPLETE |

1 Relevant Diagnosis(es)
2 Student’s General Health Status:

3 Medication. Strength of medication _Dosage (amount to be given)
Route By mouth WUBy inhalation TOther Frequency Time of each dose

ALL PRN MEDICATION MUST DENOTE TIME INTERVAL BETWEEN DOSAGE
School medication orders shall be Iimited to medication that cannot be admmstered before or after school hours
Special circumstances must be approved by school nurse

4 Duration of medication order- [Until end of school term G Other
Desired Effect

S

6 Possible side-effects of medication

7 Any contraindications for administering medication
8

9

1

Allergies to food or medicme mclude
Other medications taken at home
0 Next visit 1s

Licensed Prescriber’s Name (Printed) Address Phone/Fax Numbers

Licensed Prescriber’s Signature Credentials (1 e , MD, NP, DDS) APRN # Date

Each medication order must be written on a separate order form Any future changes in directions for medication
ordered require new medication orders Orders sent by fax are acceptable Legibility may require mailing origmal to the
school Orders to discontmue also must be written

| PART 3: LICENSED PRESCRIBER TO COMPLETE AS APPROPRIATE |

Inhalants / Emergency Drugs
Release Form for Students to be Allowed to Carry Medication on His/Her Person
Use this space only for students who will self-administer medication such as asthma imhaler

1 Isthe student a candidate for self-administration? QYes UNo

2 Has this student been adequately mnstructed by you or your staff and demonstrated competence n self-administration
of medication to the degree that he/she may self-admimster his/her medication at school, provided that the school nurse

has determined 1t 1s safe and appropriate for this student mn his/her particular school setting? QYes WNo

Licensed Prescriber’s Signature Credentials (1e, MD, NP, DDS) APRN# Date

211



