Nooksack Valley School District # 506

Everson, WA 98247

Physician’s/Dentist’s Recommendation for Medical Treatment at School

Student: ________________________________________
Date of Birth: ________________

Parents/Guardian: ________________________________
Phone: ______________________

Address: _______________________________________
City/State/Zip: ________________

School attending: ________________________________
Grade/teacher: _________________

Medical/treatment procedure to be performed: ________________________________________

______________________________________________________________________________

Time to be performed:  __________________________________________________________

Detailed specific instructions for treatment procedure: __________________________________

Possible side effects or complications from treatment and steps to follow if they occur: ________

Special equipment or environment recommended (Parent to supply equipment ready for use):

_______________________________________
____________________________________

Physician’s /Dentist’s signature


Printed Name

_______________________________________
____________________________________

Date






Telephone Number

