VISTA UNIFIED SCHOOL DISTRICT
1234 ARCADIA AVENUE * VISTA, CALIFORNIA 92084

PARENT'S REQUEST FOR HAVING
SPECIALIZED HEALTH CARE SERVICES PROVIDED

We (1), the undersigned, the parent (s)/guardian (s) of

(Name of pupil) (Birth Date)

request that the following specialized physical health care service be administered to our child in accordance with Education Code
Section 49423.5. We understand that the school will appoint a qualified designated person (s) who, in accordance with Education
Code Section 49423.5, will be performing the health care service listed above and that any nonlicensed qualified designated person
(s) who performs. the service will do so under the supervision of a qualified school nurse, public health nurse, or qualified licensed
physician and surgeon.

We understand that in performing this service, the designated person (s) will be using a procedure that has been approved by our
physician:

(Name of Physician) (Telephone number)

(Street) (City) (State) (Zip Code)

We understand that we are responsible for providing and bringing all necessary supplies and equipment, correctly labeled, with pro-
per directions for use at school.

We will notify the school immediately if our child's health status changes, we change physicians, or the procedure is changed or
canceled. We understand that any change in procedures must be received in writing from the physician listed above.

We understand that, whenever possible, the specialized physical health care service must be provided before or after school hours.

The school is authorized to provide emergency medical services for my child whenever the need for such servicesis deemed necessary.
The school cannot accept a"do nothing” or "no code" authorization.

Signature of:

(Father/Guardian) (Date)

(Mother/Guardian) (Date)
Address:

(Street) (City) (State) (Zip Code)
Telephone (Work): _(____) )
Telephone (Home): () )
(Father/Guardian (MotherlGuardian
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PHYSICIAN'SAUTHORIZATION

Name of Pupil Birth Date

Address

(Sree) (Cit) (Ste) (Zip Code)

I, the undersigned, as the physician for the above-named student, do recommend and approve the following procedure (s) to be
provided to this pupil during school hours:

1. Name and description of procedure (s):

2. The physical condition (s) of this pupil is (are):

3. The procedure () is (are) to be provided according to the following time schedule or PRN (as necessary):

and should be continued until :

4. Please check one item and sign the attached procedure:

A. O | have reviewed and approved the attached procedure as written.
B. O | have reviewed and approved the attached procedure with my modifications, which | have noted.
C. O 1 have attached my recommendations or orders for the procedure.

5. Please list any signs or symptoms that may indicate an emergency situation. List the emergency procedures.

6. List any concerns about transporting the student on the school bus.

7. 1 understand that the procedures:

a. Must be ones that can be learned in a reasonable amount of time

b. Should not require the presence of a physician, medical judgment based on extensive medical training, or an undue
amount of time to be provided or performed

c¢. Must be approved or performed during the school day so that the pupil can attend school or benefit from his or her
educational program

d. Must be ordered by alicensed physician and surgeon

8. The medical justification for providing the procedure (s) during school hoursis:

Signature of physician (Date) (Telephone number)

Address:

(Street) (City) (State) (Zip Code)



REQUEST FOR PHY SICIAN'SAUTHORIZATION FOR
SPECIALIZED PHY SICAL HEALTH CARE SERVICES PERFORMED AT SCHOOL

Name of pupil: Birth Date

Dear Dr.

The parent or guardian of the pupil listed above has requested that a specialized physical health care service be performed at school.
Please compl ete the "Physician's Authorization" on the back of this form as soom as possible and return it to the school address
given below. For this procedureto be performed at school, you must verify that it cannot be scheduled for other than during
school hours.

Y ou must realize that the individual performing the procedure may or may not be alicensed registered nurse. The school administrator
has the authority to designate another school employee to perform such services. In addition, the classroom personnel have other

children for whom they are responsible. If you believe that the specialized physical health care service must be performed by licensed

personnel, please indicate this information on the back of thisform.

The child may need to be transported a long distance to and from school, and the only caretaker may be the bus driver. Severa
children may be on the bus. If you feel that this situation is inappropriate for the child, please indicate this information on the back
of thisform.

Please notify the school immediately if the order for the procedure (s) changes or if you are no longer treating this pupil. For your
convenience, a sample copy of the procedure has been attached for your review.

Thank you for your prompt attention to this matter. Please be advised that the service cannot be provided until your orders have
been received.

QO

(Signature of parent) (Date) (Telephone number)

PARENTS AUTHORIZATION FOR EXCHANGE OF INFORMATION

To Whom It May Concern:

| hereby give my permission for the exchange of confidential information contained in the record of my child:

(Name) (Birth Date)

between and

(Name of physician) (Name of school district)

(Signature of Father/Guardian) (Date) (Signature of Mother/Guardian (Date)

Please return to:

(Principal/School Nurse)

(Name of School

(Street) (City) (State) (Zip Code)
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