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      PHYSICIAN/PARENT REQUEST FOR ADMINISTRATION OF 
       PROCEDURES/TREATMENTS
The North East Independent School District requires the following for all students who require procedures/treatments during the school day:

A. Written physician’s order (see below).

B. Written permission signed by the parent or legal guardian (see below).

C. Supplies and equipment necessary for procedure/treatment.

PLEASE NOTE:   Written request form must be obtained each school year and/or when a change in procedure occurs. 

STUDENT: _________________________________________ DATE OF BIRTH: ___________________ GRADE: __________

SCHOOL: _____________________________ SCHOOL NURSE: ___________________________ FAX: __________________

Condition for which prescribed treatment is required: ____________________________________________________________

___________________________________________________________________________________________________________

Specific time(s) and method of treatment: _______________________________________________________________________

___________________________________________________________________________________________________________

Length of time to be continued: _______________________________________________________________________________

Special instructions (equipment used: type, size, etc.): ____________________________________________________________

___________________________________________________________________________________________________________

Precautions/untoward reactions: _______________________________________________________________________________

___________________________________________________________________________________________________________

Precautions needed if student is to ride school bus: ________________________________________________________________

___________________________________________________________________________________________________________

_____________________________________________________   _____________________________________________________

Printed Name of Physician                                                                Signature of Physician

_____________________________________________________   _____________________________________________________

Physician Address                                                                              Physician Phone Number                                     Date

_____________________________________________________   _____________________________________________________

Signature of Parent/Guardian                                                          Parent/Guardian Phone Number

                                                                                                                                                                                 H.S. 04/05 



� EMBED Unknown  ���
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