
 

T&I-11070 (Bengali) #2 Request for Medically Prescribed Treatment (Non-Medication) 

(ïaygvÎ wWIB Ges wWIGBPGgGBP-Gi Rb¨)
FOR DOE/DOHMH USE: 

□ 504     □ IEP     □ OTHER 

wPwKrm‡Ki civgk©cÎ Abyhvqx wPwKrmv (Ilya-wenxb)  
myweav cÖ`v‡bi Aby‡iva 
2009-2010 ¯‹zj el© 

 
wk¶v_©xi bvg: †kl:   cÖ_g:   ga¨:   
 
cyi“l:   bvix   Rb¥ZvwiL (gvm/w`b/el©):   AvB.wW. b¤^i:   
 
e‡iv:   wWw÷ª±:   ¯‹zj:   †MÖW:   K¬vm:  
 
¯‹z‡ji wVKvbv:   wRc †KvW:   
 

 
 
Part I:  Physician's Statement/Order 
(Attach prescription(s)/additional sheet(s) if necessary to provide requested information and medical authorization/ ïayygvÎ wPwKrm‡Ki e¨env‡ii Rb¨). 
 
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. 
 

(ïaygvÎ wWIB Ges wWIGBPGgGBP-Gi Rb¨)  FOR DOE/DOHMH USE: Revisions as per DOE/ DOHMH contact with prescribing physician 
__________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________ 
 
 



 

T&I-11070 (Bengali) #2 Request for Medically Prescribed Treatment (Non-Medication) 

wPwKrmK wb‡`©wkZ wPwKrmvi e¨e¯’v: 
wcZvgvZv/Awffve‡Ki m¤§wZ I Aby‡gv`b 

2009-2010 
 
Avwg GBg‡g© mshy³ Avgvi mš—v‡bi wPwKrmK wb‡`©wkZ cwiPh©v c×wZ Abymv‡i wPwKrmvi Aby‡gv`b w`w”Q| Avwg Rvwb †h, Avgv‡KB 
mKj cÖ‡qvRbxq miÄvg I DcKiY mieivn Ki‡Z n‡e Ges Dc‡i Dwj −wLZ e¨e ’̄vcÎ ev wb‡ ©̀kbvq †Kvb cwieZ©b n‡j Avgv‡K 
Awej‡¤^ Zv wcÖwÝc¨vj Ges/A_ev Zvi g‡bvbxZ e¨w³(MY), we‡klfv‡e ¯‹zj bvm©‡K AewnZ Ki‡Z n‡e|  
 
Avwg Rvwb †h, GB Aby‡gv`b (1) 30 Ryb 2010 mv‡ji Av‡M ch©š—; (wk¶v_©x hw` wbD BqK© wmwU wWcvU©‡g›U Ae GWy‡Kkb 
(wWcvU©‡g›U) A_©vwqZ Mªx®§Kvjxb wb‡ ©̀©©©©©©©© ©©©©© ©kbv Kg©m~wP‡Z AskMÖnY K‡i, Zvn‡j GB e¨e¯’vcÎ AMv÷ gvm Aewa m¤cÖmvwiZ Kiv hv‡e); 
A_ev (2) Avwg wcÖwÝc¨vj Ges/A_ev Zvi e¨w³(MY)†K Avgvi mš—v‡bi wPwKrmv wel‡q wPwKrm‡Ki bZzb e¨e¯’vcÎ mieivn bv 
Kiv ch©š— Kvh©Ki _vK‡e| 
  
GB wPwKrmK wb‡`©wkZ cwiPh©v (Ilya wenxb) cÖ`v‡bi Rb¨ Aby‡iva digwU Rgv †`qvi gva¨‡g Avwg Avgvi mš—vb‡K wbw ©̀ó ¯^v¯’¨ 
cwi‡lev cÖ`v‡bi Rb¨ ¯‹zj †nj_ Awd‡mi (ÒIGmGBPÓ) gva¨‡g wWcvU©‡g›U Ae †nj_ A¨vÛ †g›Uvj nvBwRb (ÒwWIGBPGgGBPÓ)-
mn wWcvU©‡g›U Ae GWy‡Kkb ((ÒwWcvU©‡g›UÓ)-‡K Aby‡iva KiwQ| di‡g cÖvw_©Z ^̄v ’̄̈  cwi‡lev m¤úwK©Z c~Y©v½ I hveZxq wb‡`©‡ki 
K_v D‡j−L Kiv n‡q‡Q| Avwg Rvwb †h Dc‡i Dwj−wLZ ¯̂v¯’¨ cwi‡levi mv‡_ mswk−ó wWcvU©‡g›U, wWIGBPGgGBP, Ges Gi cÖwZwbwa 
I Kg©xiv GB di‡g ewY©Z Avgvi mš—v‡bi wPwKrmvMZ Z_¨ I wb‡ ©̀kvewji wbf©yjZvi Dci wbf©i Ki‡Qb| Avwg PvB †h, GB di‡g 
cÖ`Ë Z_¨ I wb‡ ©̀kbv Abymv‡i Avgvi mš—vb‡K ¯^v¯’¨ cwi‡lev(mg~n) †`qv †nvK| Avwg Rvwb †h Dc‡i cÖvw_©Z wPwKrmK wb‡`©wkZ 
Ilya-wenxb cwiPh©vi Rb¨ cÖ‡qvRbxq mKj miÄvg I DcKiY Avgv‡KB mieivn Ki‡Z n‡e|  
 
Avwg Rvwb †h GB dig cÖvw_©Z cwi‡lev cª`v‡b wWcvU©‡g›U ev wWIGBPGgGBP m¤úvw`Z †Kvb A½xKvicÎ bq, eis G ai‡bi 
cwi‡lev †`qvi Rb¨ Avgvi Aby‡iva, m¤§wZ, Aby‡gv`b I `vqgyw³i cwiPvqK| hw` GUv mve¨¯— nq Gme cwi‡lev cÖ`vb Avek¨K, 
Zvn‡j wk¶v_x©‡K G my‡hvM cÖ`v‡bi Rb¨ GKwU cwiKíbv ˆZwii cÖ‡qvRb n‡Z cv‡i Ges †mwUi e¨e ’̄v Ki‡e ¯‹zj|  
 
Avwg GBg‡g© wWcvU©‡g›U ev wWIGBPGgGBP Ges Gi Kg©Pvix I cÖwZwbwa‡`i Avgvi mš—v‡bi ¯^v ’̄¨ , Ilya Ges/A_ev wPwKrmv wel‡q 
cÖ‡qvRb‡ev‡a †h‡Kvb ¯^v¯’¨ cwi‡lev cÖ`vbKvix Ges/A_ev dvg©vwm‡÷i mv‡_ †hvMv‡hvM Ki‡Z, Av‡jvPbv Ki‡Z ev Zv‡`i KvQ 
†_‡K cÖ‡qvRbxq Z_¨ †R‡b wb‡Z AbygwZ w`w”Q|  
 
 AbyMÖn K‡i wb‡P ¯úóv¶‡i wcZvgvZv/Awffve‡Ki bvg I wVKvbv wjLyb: 
    
wcZvgvZv/Awffve‡Ki ^̄v¶i 

    
^̄v¶‡ii ZvwiL 

    
w`‡bi †dvb b¤̂i/evwoi †dvb b¤̂i 

wb‡P wjL‡eb bv 
(ïaygvÎ wWIB Ges wWIGBPGgGBP-Gi Rb¨)  

(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) 
 

 


