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Date______________________________ 
 
PARENT/GUARDIAN:  I give permission for any relevant health information of my child, necessary for 
PADRE(S) O TUTOR(ES):  Doy mi permiso para que toda información de salud pertinente a mi 
 
educational planning and/or student safety, to be shared among appropriate school personnel who serve the 
niño y necesaria para la planificación educativa o seguridad estudiantil, sea compartida 
entre el personal de la escuela que atiende 
 
student (for example; nurses, teachers, coaches, or staff member administering medication).   
al alumno (por ejemplo; enfermeras maestros, entrenadores, o miembro del personal 
que administre algún medicamento).     
 
Please have the Dr. fill out this form and have your student return it to the school. 
POR favor haga que el médico llene y firme este formulario y regréselo a la escuela. 
 
               

(Parent/Guardian Signature) (Firma paternal o del tutor) 
	  
DR:	  	  	  	  	  Today,	  during	  examination	  of	  _______________________________________________,	  we	  identified	  the	  following	  
concerns:	  
	   	   	   	   	   	   	   	   	   	   	   	   	   	   	  

	   	   	   	   	   	   	   	   	   	   	   	   	   	  

	   	   	   	   	   	   	   	   	   	   	   	   	   	  

	   	   	   	   	   	   	   	   	   	   	   	   	   	   	  

Please help us with follow-up care of this student, by providing us the following information: 

Physician’s	  Findings:	  
	  
_______No	  significant	  findings	  at	  this	  time	   	   	   _______Child	  is	  contagious	  &	  should	  be	  excluded	  	  

_______Need	  for	  further	  evaluation	   	   	   	  	  	  	   	  	  	   	  	  	  	  	  	  	  from	  school	  for	  __________days	  

_______Re-‐examination	  or	  treatment	  recommended	  on	  (date)________________________________________________________	  
	  
Additional	  comments:____________________________________________________________________________________________________	  

_____________________________________________________________________________________________________________________________	  

_____________________________________________________________________________________________________________________________	  

	  
Dr. or Dentist Signature____________________________________________________________________ 
 
     Thank You! 
Phys referral. doc


	Text1: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Radio Button1: Off
	Radio Button2: Off
	Radio Button3: Off
	Radio Button4: Off


