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PHYSICIAN'S REFERRAL FOR IN-SCHOOL NURSING SERVICES 
This form is to be completed by the physician when specific nurse expertise is needed to administer medications and/or 

treatments to students within the school day. A review of this referral will be conducted by 
the IEP/504 team for determination of supports and services. 

SECTION II: TO THE PHYSICIAN 
(To be completed by the physician) 

Miami-Dade County Public Schools (M-DCPS) provides nursing services during school hours when these services are required to 
allow the student to attend a school-based program and if services are needed for the student to access an educational program. 

 
 

( ) Initial Orders ( ) Annual Update ( ) Changed Orders ( ) Discontinuation 
 

Note: A new form for In-School nursing services must be completed and signed annually or at any time that new orders are issued or 
current orders have changed, for example, as a result of a hospitalization or surgical procedure. 

SECTION III 

(To be completed by the physician) 

Diagnosis (1):   Medicaid Diagnostic Code (1):   

Allergies:    

Precautions (include history of drug reactions):   

SECTION IV: NURSING ORDERS - MEDICATIONS  

(To be completed by the physician) 

Parent/guardian will be responsible for providing all equipment, supplies, and medications. 

MEDICATION Route Dose Time of Day 
(within school day) 

Special Instructions 

     

     

     

     

 
Student:   (   )M   (   )F   DOB:   

I.D.#:   Medicaid #:   

Name of Parent/Guardian:  Telephone:   

Address (include city and zip code):     

Emergency Contact/Telephone (if different from above):   

Current School:  Principal Name:   

School Location ID:  School Hours:  

School/ESE Office Contact Person/Telephone:   

SECTION I 
(To be completed by the school or ESE office) 
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SECTION V: NURSING ORDERS - TREATMENTS 

(To be completed by the physician) 
Parent/guardian will be responsible for providing all equipment, supplies, and medications. 

TREATMENT Description Time of Day 
(within school day) 

Special Instructions 

 
Catheterization 

   

 
G-Tube Feeding 

   

 
Tracheotomy Care 

   

Respiratory 
Treatments 

   

Seizure 
Precautions 

   

Other (specify):    

 

 

Student's Name:   School:   
 

Parents should return this form to the school principal/designee.             School Location ID:   

Address/City/State/Zip Code 

Telephone Number Physician's Name (please print) 

Date Physician's Signature 

I certify that the nursing services listed in sections II-V are recommended in order for the student to attend a school-based program 
and that these services are needed to access an educational program. I understand that for further clarification of these orders, I may 
be contacted by Miami-Dade County Public Schools staff, Medical Consultant, or the contracted nursing agency. 

SECTION VI: PHYSICIAN'S CERTIFICATION 
(To be completed by the physician) 
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