Parent Authorization for Specialized Health Care

We (I), the undersigned, who are the parents/guardians of 




(name)





(birthdate)
request that the following health care service(s)



be administered to our child.  We understand that a qualified designated person(s) will be performing the above-mentioned health care service.  It is our understanding that in performing this service, the designated person(s) will be using medical orders or a protocol as written by our family healthcare provider as recognized by the Wisconsin Nurse Practice Act and under the stipulations of the Wisconsin Nurse Practice Act.


(name)


(address)



(phone)

We will notify the school immediately if the health status of________________________
changes, we change healthcare providers, or there is a change or cancellation of the procedure.

We understand that the above procedure should be scheduled before or after school hours whenever possible.

Signature of parents/guardians:


Address:


Phone:  (home)


(work)  



Date:


