REQUEST FOR PROVISION OF MEDICALLY PRESCRIBED TREATMENT (NON-MEDICATION)
OFFICE OF SCHOOL HEALTH - School Year 2016-2017
INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF ORDERS

COINACME/PA3PELLEHWUE POOUTENEN/ONEKYHOB

HacTosiwmm 51 paspeluato npoBoAUTb pebeHKy Npean1caHHble MeaULMHCKE MPOLEAypbl B COOTBETCTBIM C MpUNaraeMbIMi MHCTPYKLMSIMU €10 feYallero
Bpaya. HA noHumato, uto MHe TpebyeTcst obecneumnBaTh LWKOY BCeMU He0OX0AMMbIMM CPEACTBAMM 11 MaTepuanamm, a Takke HesaMeanuTernbHO YBeaoMNSTh
LUKONbHY0 MefcecTpy 000 BCex M3MEHEHNSIX BbILIENEPEUNCIIEHHbIX MPeanucaHuin N MHCTPYKLMIA.

£l noHMMalo, YTO JaHHOE paspeLleHue JeNCTBUTENBHO A0 KOHUa neTHen yuebHoi nporpamMmel [enaptamenTa obpasosaHus (DOE) unm go momeHTa
NPeACTaBneHns MHOW LIKOMBHOW MEACECTpe HOBOrO peLenta Unu WHCTPYKUWA OT Nevallero Bpaya B OTHOLUEHUM HabniogeHns u nevexus (B
3aBMCMMOCTY OT TOTO, YTO HACTYMUT paHee).

MopaBas HacTOALLMI 3aNPOC Ha MPeANNCaHHOe HEMeaNKaMeHTO3Hoe nevene, st npowy DOE v [lenapTameHT 3apaBooxpaHenms r. Hto-Mopka (DOHMH)
06 obecneyeHnm pebeHKy KOHKPETHBIX MEMLIMHCKWX YCyr Yepes OTAeN LWKOMbHOro 3apaBooxpaHenust (OSH). Hactoswuit 3anpoc cogepxuT geTanbHble
WHCTPYKLMM N0 NPEROCTaBNEHNI0 YKasaHHbIX Bbille MeguuuHekux yenyr. A nonumato, yto DOE, DOHMH, nx npegcraButenm n COTpYAHWKM, MPUYaCTHbIE K
0Ka3aHMI0 BblLLEYKa3aHHbIX MEANLMHCKMX YCIYr, NONaratoTCs Ha JOCTOBEPHOCTb NPUBEAEHHON MHON UHOPMALN.

£l 3Hato, uTo faHHas opma He sensietcs goroopom ¢ DOE n DOHMH 06 okasaHuwm 3anpalumBaembix yenyr, a npeacrasnsieT cobon moit 3anpoc, cornacue
¥ paspeLLeHne Ha aTu yenyrin. [pu ycTaHoBNEeHUM HEOBXOAMMOCTH STUX YCAYT yyallemycs MOXET noTpebosaTses nnaH agantauuu (Student Accommodation
Plan), koTopbiit ByAeT COCTaBIEH LIKOON.

£ noHumato, 4to Hactosawwmm g paspewato DOE, DOHMH, ux cotpygHukam v npeactaButensM obpaliatses 3a KOHCYNbTauMaMin U HEOBXOaUMON UM
BOMOMHUTENBHON MH(OPMALMEN O COCTOSHWW 3A0POBbst pebeHka, ero nekapcreax Wwmv npouegypax K niobbiM NOCTaBLUMKaM MEOULMHCKAX /v
thapmaLeBTM4YeCKNX yenyr ans pebexka.

*CAMOCTOATENBHOE NMPOBEOEHWE MPOLIEOYP: MpocTaBbTe HMXE CBOM WHMUMANLI B Cry4yae CaMOCTOSATENbLHOrO NpoBefeHUst peGeHKoM
nponucaHHbIX npoleayp

HacTosiuum s noaTBepxaato, YTo Moil pebeHok 0by4yeH 1 cnocobeH CamocTOATENbHO NPOBOANUTL NPONMCaHHbIE MpoLeadypbl. A Takke paspeLlato
pebeHKy camMoCTOSITENbHO NMPOBOAUTL BhILLEONMCAHHbIE MpoLleaypbl B LKone. MHe M3BECTHO, YTO i HECY OTBETCTBEHHOCTb 3a obecrneyeHne pebGeHka
HeoOX0aAUMbIMI CPEACTBAMM U MaTepUanamu B yNakoBKax C HaanexallyMn STUKETKaMM, 3a NOHbIIA U BCECTOPOHHMI KOHTPOMb WX UCMONb30BaHUs peBEeHKOM,
a Takke 3a Bce 6e3 UCKNIoYeHNs NocneacTBMs NPOBEAEHNS NPOLIeayp B LUKONe. A NOHMMALD, YTO LUKONbHAs MEeACecTpa ya0CTOBEpPseT CnocobHOCTL pebeHka
CaMOCTOSTENBHO M OTBETCTBEHHO NPOBOAUTL NPOLEAYPbI B LWKOME. A Takke CornaceH(cHa) npesocTaBuTh 3anacHble CPeACcTBa U MaTepuarsl B YNakoBKe C
pa3b0opYMBO HAMMUCAHHON ATUKETKON 1S XPaHEHWS! B MEMLIMHCKOM kabuHeTe Ha CryJail HexBaTku y pebeHka npenapata Ans caMocTosTeNbLHOro npuema.

1 paspelualo WKOMLHOM MEACECTPE XPaHWTL CPEACTBa U MaTepuaribl M MPOBOAMTL MPOLIEAYPY B Cryyae BpeMeHHO yTpaTbl peGeHKoM CnocoGHOCTH
XPaHWUTb 1 NPUMEHSATL CPEACTBA W MaTepuarnbl CAMOCTOSATENLHO.

Mopnuck poauTtens/onekyHa WUwms n pamununa pogutens/onekyHa (neyatHbiMu bykBamm)

[ata nognucaHus I S Appec pogutens/onekyHa

TenedoHbl: [HeBHo# (__ ) - fomawwwn(____ ) __ _-___ _ _ MobunbHbWt* (_ __ _)_ -
[pyroe KOHTaKTHOE NNLO ANA CPOYHOMN CBA3M TenedoH koHTakTHOTO AWML () _ -

AnA CNYXEBHbBIX OTMETOK - HE NMULLUUTE HWXE (DO NOT WRITE BELOW - FOR OFFICE OF SCHOOL HEALTH (OSH) USE ONLY)

Student Last Name First Name MI oSISNo:
Received by: Name Date __/__/__ | Reviewed by: Name Date _ _/__/____
O 504 OIEP O Other Referred to School 504 Coordinator: (1 Yes [ No
Services provided by: [ Nurse [ OSH Public Health Advisor O School Based Health Center

Self-Directs Treatment: O Yes O No

Signature and Title (RN OR SMD): Date School Notified & Form Sent to DOE Liaison __ _ /__ [/

FOR Office of School Health (OSH) USE: Revisions as per OSH contact with prescribing health care practitioner.

*Confidential information should not be sent by e-mail. Rev 4/16
T&I 24481 (Russian)



REQUEST FOR PROVISION OF MEDICALLY PRESCRIBED TREATMENT (NON-MEDICATION)
OFFICE OF SCHOOL HEALTH - School Year 2016-2017

Student Last Name First Name Middle O Male
Dateofbirth  __/_ _/_
MM DD YYYY D Female
ATTACH STUDENT PHOTO HERE Guardian e-mail address* OSISNumber __
School (include name, number, address and borough) DOE District Grade Class

Health Care Practitioner's Statement/Order
ONE ORDER PER FORM (make copies of this from for additional orders)
(Attach prescription(s) / additional sheet(s) if necessary to provide requested information and medical authorization).

O Clean Intermittent Catheterization Cath. Size O Tracheostomy Care Trach. Size _ O Ostomy Care

O Central Venous Line O Trach. suctioning  Cath.Size O Chest Clapping
O Gastrostomy/Jejunostomy Feeding: (1 Bolus O Pump O Gravity O Trach replacement - specify in area below [0 Percussion

O FeedingTube replacement if dislodged - specify in area below O Oxygen Administration O Postural Drainage
O Naso-Gastric Feeding O Pulse Oximetry monitoring O Dressing Change
O Specialized/Non-Standard Feeding O Other:

O Oral / Pharyngeal Suctioning

Student will also require treatment; 1 during transport [J on school-sponsored trips [ during afterschool programs

Select the most appropriate option for this student:
O Nurse-Dependent Student: nurse must administer treatment
O Independent Student: student is self-carry/self-administer (NOT ALLOWED FOR CONTROLLED SUBSTANCES): PARENT MUST INITIAL REVERSE SIDE

| attest student demonstrated the ability to self-administer the prescribed treatment effectively for school/field trips/school-sponsored events
Practitioner’s initials

1. Diagnosis Enter ICD Codes and Conditions (RELATED TO THE DIAGNOSIS)

Diagnosis is self- limited O Yes [ No

2. Treatment required in school:

Feeding:
Formula Name Concentration Route Amount/Rate Duration Frequency/specific time(s) of administration
Oxygen administration: i opm o002 Sat< % o
Amount (L)  Route Frequency/specific time(s) of administration Specify Symptoms
Other Treatment: | o
prn
Treatment Name Route Frequency/specific time(s) of administration Specify Symptoms

Additional Instructions or Treatment:

3. Conditions under which treatment should not be provided:

4. Possible side effects/adverse reactions to treatment:

5. Specific instructions for nurse (if one is assigned and present) in case of adverse reactions, including dislodgement of tracheostomy or feeding tube:
6.  Specific instructions for non-medical school personnel in case of adverse reactions, including dislodgement of tracheostomy or feeding tube:

7. Date(s) when treatment should be: Initiated ____ /___ /____ _ _ terminated _ _ /__ [/ ____

Health Care Practitioner  LAST NAME FIRST NAME (Please Print) Signature

Address TelNo.(__ ) - Fax.No(__ ) .
E-mail address* Eell phone* (___)___.-___
NYS License No (Required) _ - | MedicaidNo __ NPINO_ Date __/__/____

*Confidential information should not be sent by e-mail. Rev 4/16





