
STATE OF LOUISIANA
NIEDICA-I'ION ORDER

1'O llE COllPLEl llD llY I- t' .\lr. OR \tS LICE.\'SED PRESCRIB!:R

GradeSchool

PAR'I'1: PARENT OR LEGAL GUARDIAN TO CONIPLllTE

Parent or LegalGuardian Namc (print)

Parcnt or Lcgal Cuar(liau Signrtutc Datc

(Plea.\c ru)tt.' ,1 pat'cntul/lcgal guurtliott cohsettt fbrn must also he lillel out. Ohloitl liot11 the.\chool nurv.)
P T 2: LICENSE CRIBEI{ TO CO}lPLETI]

l. RclcvarrlDiagnosis(es)
2. Student's General Health Slatus

3. Medicalion:
Sftcngth of nredicationr_Dosagc (arnounl to be given)

Roure: 0 By mouth D By inhalation [.l Other_Frcquency-Time of each dose 

-

ALL PRN MEDICATTON MUST DENOTE TIME INTERVAI, BETWEEN DOSAGE
School netlication orders shall he linitctl to ntetlication that cohnot hc ad ilistered be/itre or afier sclnol hoa-\.
Special circrrmstunccs ntu.^l bc upprovel b),.sthool nurse-

4. Duration ofnrcdication order: Ll Until end ofschool tcnn fl Othcr

Desired E ff'cc t5

1

I
c)

I']osriblc sitlc cttc!I\ ol rrc(llcirtron
Any contraindications tbr adrninistering nrcdicalion
Allcrgic\ to lirocl or rncrlicinc incluclc
Other nlcdicllions takcn al honrc:

l0.Next visir is

Liccnscd Plcsclihcr''s Nenrc ( Plintcd ) Addrcss Phonciljax Nurnbcrs

Liccnscd Prcscribcr's Signaturc ( rcdcntials (i.c.. MD. NP. DDS) APRN 6 Datc

Each medication order must bc wt ilten on a scparate order lbrm. Any future changes in directions for rnedication
ordcred require new rredication orders. Ordcrs scnt by lax are acceptable. Legibility may require mailing original to the
school. Ordcrs to discontinue also must bc writtcn.

PART 3: LICENSED PRESCRIBER.'rO CONIPLETE AS APPROPRIAl'E

Inhalants / Emergency Drugs
Relcasc Form fbr Studcnts to be Allowcd to Carry Mcdication on His/Hcr person

Use this space only fbt, st dent.\ who --ill sell-adninister medic.ttiofi such as dsthna inhale/.

l. ls the studenl a candidate fbr self'-administration? Dyes ONo
2. Has this studcnl bcen adequately instructed by you or your staffand demonstrated compctence in sclf-adrninistratign

of nrcdication to the degree thal herslre nray self-administer his,'her rnedication at school. provided thar rhe school

nursc has dctcrmined it is sa f'e and appropriatc tbr this srudent in his/hcr panicular school scttingl E ycs O No

Licenscd Prcscriber's Signaturc Credentials (i.e.. MD, NP, DDS) APRN # Diitc

Student's Name: 

- 

DOB:-



DEPARTMEN-r oF J ^n
HEALTH
SERVICES

MR

Medical History Update Form
To be completed by- the Physician

Student's Name

School

D.O.B.

'l'eacher Grade

CURRENT DIAGNOSIS / CPT Code and MEDICAL STATUS (additional informatior.r maybe attached):

Medications:

Recommendations for Student Integration Into the school setting:

Activity Restrictions / Limitations

Accommodations

Nutritional / Dietarl

Adaptive / Physical Eclucation

Physical Therapy

Occupational Therapy

Special Procedures

Return to Clinic

Physician's Signature Date
Physician (Print)

Office *
NPI#

Fax #

Rev 9/27/21JCO



FlMlllm

Name of Mother or Legal
Gu a rd ian:

Name of child's pediatrician or pnmary care provider

EBR Parish School System

STUDENT HEALTH !NFORMATION
TO BE COMPLETED BY PARENT/LEGAL GUARDIAN EACH SCHOOL YEAR

PART 1 : PARENT OR LEGAL GUARDIAN TO COMPLETE. Parent/Legal Guardian is encouraged to participate in the
development of an lndividual Health Care Plan if needed. Use aqqtign4 lhggE, , for further explanation.

Grade

First l\,4 . tLast

State or Country of BirthStudent's Date of Birth Sex M
F

State Zip CodeStudent's tvlailing Address

Student's Physical Address cty State Zip Code

Home Phone
()

Work Phone
()

Name of Father or Legal
Guard ian:

Home Phone
()

Work Phone
()

Cell Phone
()

Employer

Names of medical specialists or special clinics caring for your child

PART 2: COMPLETE ALL BOXES THAT APPLY TO YOUR CHILD. Parenulegal Guardian is responsrble for providing the school
wilh any medication and may be responsible for providing the school with any specialfood or equipment that the student will require during
the school da Check with the school nurse to obtain correct medication and cedure forms

tf

Parent or Le al Guard an Si natu re Date
Please check the type of health insurance your child has Private Medicaid/LaCHlP

ur child does not have health insurance. would ou like information on no cost health insurance? Yes
ln case of emergency-if parent or legal guardian cannot be reached-contact the following:
Name Complete Phone Number

My child has a medical, mental, or behavioral condition that may affect his/her school day: No
lease com lete Parl 2

O ALLERGIES
Allergy Type:

Food (list food(s))

Other (list)
Reactions: (Date of last occurrence if yes.)

Coughing Date Hives Date Rash Date
Difficulty breathing Date Local swelling (Date: ) Wheezing Date

None
No

Yes (lf yes,

Generalized swelling (Date: ) Nausea
Currently prescribed medications and treatments:

Oral antihistamine Benad l, etc E en

te Other (Date: )

Other
O ASTHMA
Triggers: Environmental (i.e., tobacco, dust, pets, pollen, etc.) (list)
Does your child experience asthma symptoms with exercise? No Yes

Other

Symptoms:
Chest tightness, discomfort, or pain Difficulty breathing Coughing Wheezing

Currently prescribed medications and treatments:

Date of Iast hospitalization related to asthma Date of Iast emergency room visit related to asthmaDoes your child
ls peak flow

have a written asthma management plan?
monitorin used? No Yes

No Yes

Paqe 1 of 2

Name of School:

Student's Name:

City:

Cell Phone: Employer:

I

Insect sting (list insect(s)) _
Medication (list medication(s))

Other (list) _

I



RMI-t'tm Name DOB

.l DIABETES
Currently prescribed medications and treatments:

lnsulin: Syringe Pen
Blood sugar testing
Glucagon
Oralmedication(s) Listmedication(s)

ls s ecial schedulin of lunch or Ph

II SEIZURE DISORDER
Type of seizure:

Absence(staring,unresponsive) ComplexPartial
Other (explain)

Physical Education Restrictions: No Yes
Medication(s)i No Yes List medication(s)

Date of last seizure

O OTHER HEALTH CONDITIONS
Anemia ADD/ADHD Cancer
Depression Digestive disorders
Hemophilia Heart condition

Speech problems Other (explain)
PhysicalEducationRestrictions: No

Pump

sical Education re u ired? No Yes

Generalized Tonic-Clonic (Grand Mal/Convulsive)

Len th of seizure

Cerebral Palsy Chicken Pox Cystic Fibrosis
Emotional/Psychological JuvenileRheumatoidArthritis
Physical disability Sickle Cell Disease Skin disorders

Yes (explain )

Medication(s); No Yes List medication(s)

NoSpecial procedures required (i.e., catheterization, oxygen, gastrostomy care, tracheostomy care, suctioning)
Yes (explain)

No Yes (explain): _

Are there anticipated frequent absences or hospitalizations? No Yes
CX la in

.] VISION CONDITIONS
Contacts/glasses
Other

LJ ENVIRONMENTAL AOJUSTMENTS DUE TO A HEALTH CONDITION
Special school environmental adjustments of the school environment or schedule: No Yes (explain):_
(i.e., seizures, limitations in physical activity, periodic breaks for endurance, part-time schedule, building modifications for
access)
Special school environmental adjustments to classroom or school facilities: No Yes (explain):_
(i.e., temperature control, refrigeration/medication storage, availability of runnjng water)
Special safety considerations: No Yes (explain)
(i.e., special precautions in lifting, positioning, special transportati
techniques for positioning, feeding)
Special assistance with activities of daily living: No

on emergency plan, special safety equipment, special

Yes (explain)
i.e., eatin toiletin . walkin
PART 3: PARENT/GUAR DIAN'S TO SIGN it student has a medicat condirion

Parent/Guardian's Signature
Additional Notes:

Date

SOON AS POSSIBLE

J HEARING CONDITIONS
Hear ng aid(s)
Other

RETURN COMPLETED FORM TO SCHOOL NURSE/HEALTH OFFICE AS

Paoe 2 ol 2

Special diet required (i.e., blended, soft, Iow salt, low fat, liquid supplement):

I

I

I

I



EBRPSS PARENT/GUARDIAN CONSENT FOR MEDICATION ADMINISTRATION

Student

School:

Birthdate

Teacher:

Grade

Parent/Guardian

Home/Phone Cell

Other persons to be notified in case of emergency

Address

Name

Name

Relationship

Relationship

Phone

Phone

N,4edication to be given at school

Special lnstructions for giving your child this medication

Does your child have any allergies? No ' Yes r-

List any/all medications your child takes at home:

lf yes, please list

The questions below (1-5) must be answered in order for your child to receive medications at school:
All answers must be "Yes" before medication can be administered by trained unlicensed personnel.

.l.HaVeyoUreceiVedandreViewedthe@?YestrNoa

2" Do you give permission for the school nurse to share with designated trained unlicensed personnel
information about your child relative to medication administration as the nurse deems necessary? Yes,
Non

3. Are there any restrictions on this release? _
4. Do you understand that you may retrieve the medication from the school at any time and that the

medication will be destroyed after you have been notified if it is not picked up within two weeks following
the end of the term or when the medication orders are discontinued? Yes [] No 1,

5. Have you administered the initial dose at home and have you allowed sufficient time (overnight) for
observataon of adverse reactions before asking school personnel to administer the medication? Yes:
Nol

I understand and agree that EBRP School Board and its employees are not responsibte for any
unintentional mistakes or oversights in keeping or giving my child medication. I agree to hold the
School Board and its trained employees free and harmless from iiability for any injunes which might result
from the administration of medication to my child.

For a atudsnt who will administsr their own medicalion at Bchool (such as asltrma inhaier)

Do you give permission for your chald lo selt-administers medication if the school nurse
determines it rs safe and sppropriste in the school setting? Y6s I{o
Do you believe your chiid is sulficrsntly responsrbie and informed to administor his/her own
medication? Yes No

Do you assu,ne responsibility for your child's actions in his,/her selt-management of medication at
school? Ye3 l,lo

Oo you undarstand that regular medication orde.s must be provid€d by a physiqan tcr stud€nts who

ParenV Guardian Signature Date

Revised 5115/24



F|MIlti[

PART 1: CONTACT INFORMATION

STATE OF LOUISIANA

AUTHORIZATION FOR RELEASE OF
CON FIDENTIAL IN FORMATION

TO BE COMPLETED BY PARENT/LEGAL GUARDIAN

Student's/Child's Legal Name Date of Birth Social Security #

Telephone #Parent/Legal Guardian

Mailing Address

PART 2: RECORD REQUEST
Com lete box A OR box B below. Both boxes ma not be completed on the same form

A. pec v e reco re eas rea en a s B. lf initialed below, I specifically authorize release of the following

Psychotherapy notes and records indicating
psychological or psychiatric impairment(s)

lnitials of parenVlegal guardian

listed below in Part 3:

! COMPLETE RECORD(S)

J Discharge Summary

E History & Physical

I Operative Report

J Consultation

I Progress Notes and School Order(s)

L) Cardiopulmonary
{lndicate EKG, Stress Test, Sleep Study)

-l Emergency Room

! Lab

J Pathology

J Radiology Results

f Other

lauthorize:
Name: Easl Baton Rouqe Parish School Svstem (School System)

PART 3: AUTHORIZATION
This does not authorize the release ofthe following: drug and alcohol use couoseling and treatment and l-llV/AIDS and sexually transmitted
d sease test n and treatment

Name

8TO RELEASE lnformarion I9 AND/OR I TOOATA|H lnformation EE9U
(Place an 'X" in the box that indicates if the iniormation is being rcleased AND/OR rcquested )

Mv child's prlmary care provider and/or speciaIsts (Hospital, Physician, Service Agency,

For treatment date(s) current
Ihe information is to be released for the purpose(s) of:

-l Evaluation to determine eligibility or continued
eligibilily for special education services

I Providing physical therapy treatment

School RN and/or olrer nealth provrder)

X Designing an individual educational program

Determining appropriate placement lor treatment needs

Draft a hea th ca re lan and/or emeroencv olan
I
X o

J Providin occupational thera treatment
I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing
and present my wrilten revocation lo the same medical records department receiving this authorization form. I understand that the
revocation will not apply to information that has already been released in response to lhis aulhorization- Unless otherwise revoked, this
authorization will expire on the following date. event or condilion; 7/1/23.
lf I fail lo specify an expiration date, evenl or condition, this authorization will expire in nine (9) months from thedate of authorization. An

r authorizatron rs voluntary. lwrll nol be required to siqn an authorization as a condit
I enrollment, or eligrbility for heatth care services. lnformation used or disclosed by t

and will no longer be protected under the Health lnsurance Portabilit & Accountabi

ion of receiving treatment services or payment,
his authorization may be re-disclosed by the recipient
lity Act of 1996.

Signature of Student or Legal Representative
(ParenULegal Guardian must sign if student < 18

Date

S nalure of Witness Date

(Relationship lo student)


