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DRAFT 7/2/24 
STUDENTS 09.22 AP.22 

Request for Student Health Services and Procedures 

(NON-MEDICATION NEEDS ONLY) 

The District provides health services to students so that their attendance and/or school-related 
program participation is not interrupted. 
If your child requires a specific health service or procedure, please obtain the information below 
from your child’s physician/health care provider and return this completed form to: 
___________________________. 
Please be advised that District personnel will review the information provided for possible Section 
504 or IDEA service considerations. 
 

Student Name: Date of Birth: 

Student's School: Grade : School Year: 

Type of procedure:  

Reason for procedure: 

Order for Procedure (include instructions and schedule) 

 

Precautions 

 

Physician Name: __________________________________ Physician Phone Number: _______________________ 

Physician Signature: ________________________________________________ Date:_______________________ 

My signature below indicates that I understand that an RN/LPN or trained unlicensed personnel (per 201 KAR 20:400) 
will perform the procedure according to the physician's order and district protocols. 

Parent Signature: __________________________________________________Date: ________________________ 
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STUDENTS 09.22 AP.22 
 (CONTINUED) 

Request for Student Health Services and Procedures 

STUDENT’S NAME ____________________________________________ DOB______________ 
STUDENT’S SCHOOL ____________________________________________________________ 

______________________________________________________ __________________ 
 Parent/Guardian or Student 18 or Older Signature Date 

TO BE COMPLETED BY PHYSICIAN/HEALTH CARE PROVIDER: 
Duration of service/procedure: ________________ school year  until treatment is changed. 
Describe the service/procedure in detail and include any specific instructions. (Please use the back 
of this form if needed, and sign at the end of your additional comments.) ___________ 
______________________________________________________________________________

______________________________________________________________________________ 

Times to be administered: ________________________________________________________ 

______________________________________________________ __________________ 
 Physician/Health Care Provider Signature  Date 

______________________________________________________ __________________ 
 Physician/Health Care Provider Address Date 

TO ASSURE COMPLIANCE WITH HIPAA REQUIREMENTS, SUBMIT THE ATTACHED “REQUEST FOR 
PROTECTED HEALTH INFORMATION” FORM TO YOUR HEALTH CARE PROVIDER OR USE THE HIPAA 
FORM REQUIRED BY THAT PROVIDER. 

RELATED PROCEDURES: 
03.111 AP.21; 09.2241 (all medication-related procedures) 
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