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

 
ŁþĠ 4пĦ ¸:ŀĈĸ đŞ 9ŀĠ )ŁāûŅK7/ đņĩ(HûĹĂК/ ЭĲ <9/Ēμ ŁĲ  

GûĔ ŁĹņĶħā 2009-2010 

 
HûĻ ûĲ ķĶĦ üĵûĠ:Ãđč* :   пЛŞ :    ЙĻûņĸ97:   

 
7đĸ:   29ŀĦ :  Ėù/ďņŞ ČŅ9ûā:  Ãڈ Łù* #:   

 
Kđý:    ĥĶĝ:   GŀĳĔ/ :   ŻŅđμ :    ;пĲ:   

 
ЙĂŞ ûĲ GŀĳĔ/:   ڈŀĲ u::   

 
 

 
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. 
 
 

 
Эņĵ ЭĲ GûĹħĂĔ/ ЭĲ ( DOE/DOHMH  ) DđĚ FOR DOE/DOHMH ONLY: Revisions as per DOE/ DOHMH contact with prescribing physician: 

__________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________________ 
 
 

DOE/DOHMHGûĹħĂĔ/ ЭĲ Эúĵ ЭĲ  
FOR DOE/DOHMH USE: 

□ 504     □ IEP     □ OTHER 



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

¸:ŀĈĸ đŞ 9ŀĠ ŁþĠ HûĹĂК/ ûĲ 4пĦ: 

ĺŅďĵ/K / ŁĲ ĀĔđŞđĔ 9K/ 2:ûć/   ЙĸûĻ 9ûņĂč/ 
2009-2010 

 
 ЙħŅ9Đý Ўņĸ /Đľ Ã9Kđĝ HûĹā ЭĿĈĸ ЙĲ ±ŀК ûĂĻûć Ўņĸ Ë±ŀК ûĂŅ7 2:ûć/ ŁĲ HûĤĂĻ/ ЭĲ 4пĦ ¸:ŀĈĸ đŞ 9ŀĠ ŁþĠ Įýûġĸ ЭĲ 2ûŅ/ďК ЙĳĶĕļĸ ŁĲ Ćĵûħĸ ЭĲ Эŷý ЭļŞ/

 ķК/đĬ ďĔ9 9K/ IûĸûĔ K :ûĔ9K/ ĴşĕĻđŞ Ўņĸ É9ûý ЭĲ ŁĶŅďþā ŁĿý ŁĕĲ Ўņĸ 2ûŅ/ďК ûŅ ЙĎĕĻ оûý ¸9ŀĲĐĸ ЭĿĈĸ ЙĲ ЙŅ 9K/ ЭК ŁĻđĲ /  7đĬ 7ĒĸûĻ ЭĳĔ/ ûŅ)7/đĬ/( &
 ŀĲ ;đĻ GŀĳĔ/ đĲ =ûč /9ŀĬ

N
ļŅ7 AпĠ/Ã9Kđĝ ûËЭК  

 
 ЙŅ ЙĲ ±ŀК ûĂĻûć Ўņĸ9ûņĂč/  Ϋā ĀįK ŁĔ/ ЭĔ Ўņĸ ĴŅ8 497 ЙĸûĻđþĂħĸŀК ĥį/K ЭĶЛŞ ŀć ЭК : (1) 30&Iŀć  2010 )ķĶĦ üĵûĠ đμ/ đЛė 9کûŅ ŀņĻķņĶħā ЙĹĳċĸ 

W
 

")ЙĹĳċĸ(" ЭĲ ¸7đĲ ĀĵûĭĲЭĲ ûĸđμ ķĔŀĸ SŁĕŅ9ďā ЭК ûĂĳĔ ûć ûŅûľǼý Ϋā Āĕμ/ ŀĲ ЙĎĕĻ ;/ ŀā ŀК ûК9 Эĵ ЙěĊ Ўņĸ H/đμKđŞ ( ûŅ '(2) ЙĲ Ϋā üć Ϋā ĀįK ;/ 
 ĮĶħĂĸ ЭĲ GûĹħĂĔ/ ЭĲ /K7 ¸:ŀĈĸ đŞK/ ЎņĸЭļŞ/ Ņ98 ЭĲ Ćĵûħĸ ЭĲ Эŷý 7đĬ 7ĒĸûĻ ЭĳĔ/ ûŅ ĴşĕĻđŞ 2ûŅ/ďК ŁúĻ ûŅ ЙĎĕĻ ûņĻ Ã9ûć Йħ)7/đĬ/( ŀĲ ;đĻ 9K/ ЙĻ ûŷļЛŞ 

±K7Ë 
  

ŁþĠ 4пĦ ¸:ŀĈĸ đŞ 9ŀĠ )ŁāûŅK7/ đņĩ( ûĲ <9/Ēμ ŁĲ HûĹĂК/ ЭĲ ЙĲ ±ŀК ûК9 đĲ <9/Ēμ ЙŅ Ўņĸ ЭĲđĲ ĥĹć H9ûĬ ЙŅ9K/ ЙĹĳċĸ   9K/ ĀċĚ ЙĹĳċĸ đЛė 9کûŅ ŀņĻ
 ĀċĚ Łĩûĸ7[New York City Department of Health and Mental Hygiene (DOMHMH)] & ĀċĚ đĂĬ7 ûĲ GŀĳĔ/S(“OSH”) ЭħŅ98 ЭĲ  =ŀěĎĸ ŀĲ Эŷý Éđņĸ

ĂċĚŁ  ËÉđĲ ķК/đĬ 2ûĸďčЙýŀĶġĸ đŞK/ Ўņĸ H9ûĬ ;/ ЭĲ /K7ĂċĚ Ł Āĸďč )2ûĸďč( 9K/ 2ûĸŀĶħĸ ĴĹĳĸ 9K/ ŁĶņěĭā ĮĶħĂĸ ЭĲ HûĹĂК/ ЭĲ  ĀŅ/ďК)2ûŅ/ďК( Ĵĸûė 
ĂĿĈĹĔ Ўņĸ ËЎņК ЙýŀĶġĸ đŞK/ ЙĲ ±ŀК ûĂċĚŁ  Āĸďč)2ûĸďč(Эņĵ ЭĲ HûĹĂК/ ЭĲ &ЙĹĳċĸ  DOHMH  9K//Ļ ЭĳēŐļĈŅ/ ĺņĸ:пĸ 9K/ & Łúμ ŁĲ ķК/đĬ Ўņĸ H9ûĬ ;/

 Įýûġĸ ЭĲ 2ûŅ/ďК 9K/ 2ûĸŀĶħĸ I/ ŀĲ Эŷý Éđņĸ ЙĲ ЭК ЙŅ ďěİĸ /đņĸ ËЎņК ЭК9 đĲ 9ûěċĻ/ đŞ ŁνĂĔ97 ŁĲ 2ûŅ/ďК 9K/ 2ûĸŀĶħĸĂċĚŁ  Āĸďč)2ûĸďč(  ŁĲ ķК/đĬ
К ŁĲ ķК/đĬ Ўņĸ H9ûĬ ;/ ЭĻ Ўņĸ ŀć Łμ ЎņùûćЎņ ËЙýŀĶġĸ đŞK/ ЙĲ ±ŀК ûĂĻûć ЎņĸHûĹā Ã9Kđĝ Эúĵ ЭĲ HûĤĂĻ/ ЭĲ 4пĦ ŁāûŅK7/ đņĩ ¸:ŀĈĸ ŁþĠ 9K/ 2о*  

Ë±ŀК 9/7 Йĸ8 Ўņĸ Эúĵ ЭĲ ЭĻđĲ ķК/đĬ IûĸûĔ K :ûĔ  

 
ûĸďč ЙýŀĶġĸ H9ûĬ ЙŅ ЙĲ ±ŀК ûĂĿĈĹĔ ЙŅ Ўņĸ Эúĵ ЭĲ ЭĻđĲ ķК/đĬ 2 ЙĹĳċĸ

W
 ûŅDOHMH ЙŅ ЙĳĶý ЭК ЎņЛĻ ¸ďКûħĸ ûĲ I/  &<9/Ēμ Ãđņĸ Эúĵ ЭĲ 2ûĸďč 9K/ 2:ûć/

Ăč/ņЙĸûĻ 9û  ЭĔ/ 9K/ ЭК ûĂĳĔ ŀК Ã9Kđĝ ŁĿý Йýŀěļĸ ΫŅ/ ûĲ ЭĻđĲ ûņЛĸ 2ûņĵŀЛĔ Эúĵ ЭĲ ķĶĦ üĵûĠ ŀā &ЎņК Łĸ:о 2ûĸďč ЙŅ ЙĲ ЭК ûāûć ûņĲ ĺņħā ЙŅ đμ/ ËЭК
Ëûμ Эùûć ûņĲ ĴĹĳĸ ЙħŅ98 ЭĲ GŀĳĔ/ 

 
 ЙĹĳċĸ /Đľ ЙħŅ9Đý Ўņĸ
W

 ûŅ(DOHMH)  I/9K/ ĺņĸ:пĸ ЭĲ ēŐļĈŅ/9K/ ĀċĚ IûĤĭĊ ķĤĂļĸ ŁĿý ŁĕĲ ¸K ЙĲ ±ŀК ûĂŅ7 2:ûć/ ЙŅ ŀĲ /  ŁĲ Эŷý Éđņĸ ЭĔ <KđĬ /K7 ûŅ
 9K/ /K7 &ĀņĭņĲ ŁþĠ/ĮĶħĂĸ ЭĲ 4пĦ ûŅ &Йġý/9  ЎņК ЭĂĳĔ đĲ ĴĚûĊ 2ûĸŀĶħĸ ďŅĒĸ ŁĕŅ/ ĮĶħĂĸ ЭĲ I/ 9K/ ЎņК ЭĂĳĔ đĲ ¸9ŀĘĸ Ўņνĵ üĔûļĸ ŀĲ I/ ŀćË 

 
 ĺŅďĵ/K ЭŷņĻ HđĲ ¸/đý/ЎņĿĳĵ Ўņĸ DKđĊ ŁĶć ЙĂŞ 9K/ HûĻ ûĲ ĀĔđŞđĔ : 

 
 

_______________________________________________________ ___________________________________________________ 
ĺŅďĵ/K / ğĎĂĔ7 ЭĲ ĀĔđŞđĔ 

 
_______________________________________________________ ___________________________________________________ 

ČŅ9ûā ŁĲ ğĎĂĔ7 
 

_______________________________________________________ ___________________________________________________ 
đþĹĻ IŀĬ ûĲ ĀįK ЭĲ I7   đþĹĻ IŀĬ ûĲ đĿμ 

 
 

  
 

)Ļ ДŷĲ ЭŷņĻ ЎņĿĳĵ Й– DđĚ ЙŅ DOE 9K/ DOHMH ЭК Эúĵ ЭĲ GûĹħĂĔ/ ЭĲ( 

 (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) 

 


