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

Chest Clapping Tracheostomy Care Clean Intermittent Catheterization
Percussion Oral/Pharyngeal Suctioning Central Venous Line

Postural Drainage Oxygen Administration Gastrostomy Feeding

Dressing Change Ostomy Care Naso-Gastric Feeding

Other

1. Diagnosis/ICD-9 code

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. Medicaid No.
Zip Code NPI No.

Physician/Clinic’s Telephone No Physician/Clinic’s Fax No. Date Signed

FOR DOE/DOHMH USE: Revisions as per DOE/ DOHMH contact with prescribing physician (=J =5 Jlsw! =5 DOE/DOHMH)

T&I 19486 (Urdu) #2 Request for Medical Prescribed Treatment
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Student’'s Name: OSIS No :
Received by: Reviewed by:

Name Date Name Date
Referred to School 504 Coordinator: [J Yes 1 No

Services provided by:
Nurse DOHMH Public Health Adv. [1 School Based Health Center DOE School Staff

Self-Directs Treatment: [1Yes [1 No

Signature and Title :

(RN OR SMD) (Date school notified and form forwarded to DOE liaison(
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T&I 19486 (Urdu) #2 Request for Medical Prescribed Treatment




