Form 36

Sept. 2009
PERMISSION FOR HEALTH PROCEDURES

Dear Parent/Guardian:

All students who need any type of procedure performed during school hours (e.g., catheterization, suctioning, G-tube feeding, etc.) must have this formed signed by parent/guardian and physician.
Student: ______________________________________ Address: ____________________________________________

DOB: ______________________ School: _______________________________________________________________

********************************************************************************************************************************************

TO BE COMPLETED BY THE PHYSICIAN

Name of procedure: _________________________________________________________________________________

_________________________________________________________________________________________________

How often it is to be performed and specific times if necessary: _______________________________________________

_________________________________________________________________________________________________

Length of time: _____________________________________________________________________________________

Purpose of procedure: _______________________________________________________________________________

Printed name of physician: ____________________________________________________________________________

Signature of physician: _______________________________________________________________________________

Date: _____________________________________________________________________________________________

********************************************************************************************************************************************

TO BE COMPLETED BY THE PARENT OR GUARDIAN

I, __________________________________________, give my permission for my child to have the above procedure performed at school as directed by the physician.

Date: ____________________ Parent or Guardian Signature: _______________________________________________







