KENTON COUNTY SCHOOL DISTRICT

SCHOOL  ______________________   PHONE_________________  FAX_____________

Physician’s Orders for Administration of Specialized Health Care Procedures

Date_____________________

Name of Student:_________________________________  DOB:________________

Physical condition for which the specialized health services are to be performed:

____________________________________________________________________________________________________________________________________________________________

Name of special procedure and special instructions:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Precautions, possible untoward reactions and interventions:

____________________________________________________________________________________________________________________________________________________________

Time scheduled during school hours:

______________________________________________________________________________

This procedure is to be continued as above until:

______________________________________________________________________________

If appropriate, can teaching of self care in this procedure be started?

______________________________________________________________________________

These procedures will be performed by either the school nurse or trained unlicensed school personnel according to the above instructions from the physician and district training protocols.

This signed form also gives permission for these treatments to be carried out on field trips or school related functions in Kentucky and/or other states.  Slight variations in time may be necessary when administering treatments on field trips or school related functions also.
I hereby release the Kenton County Board of Education and its employees from any claims or liability connected with it's reliance on this permission and agree to indemnify, defend and hold them harmless from any claim or liability connected with such reliance.

_________________________         ______________________


____________

Print Parent/Guardian name

Parent/Guardian Signature


Date

_________________________         ______________________


____________
Print Physician’s name

Physician’s Signature



Date

_____________________________________________________

_________________
     

Physician’s Address     






Phone

Please include the name of office contact if we have additional questions ___________________

8-3-15








