MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH

THIS FORK SHOULD BE USED FOR NON-ALLERGY / NON=ASTHMA MEDICATIONS ONLY
Authorization for Adminisiration of Medication to Students for School Year 2016-2017

Selact the most appropriate option for this student:

0 Nurse-Dependent Student: nurse must administer medication
O Supervised Siudent: student seff-administers, under adult supsrviston
0 Independent Student: studentis self-carry / seif-administer (NOT ALLOWED
FOR CONTROLLED SUBSTANCES):*
« lattest student demonstrated the ability to self-administer the prescribe
medication effectively for schoolifield tripsfschoal-sponsored events.

practfierer’s invial
** PARENT MUST INITIAL REVERSE SIDE

Student Last Name First Name Middle Date of birth L O Male
“mm oo vYvy | CJFemale
ATTACH STUDENT PHOTO HERE Guardian’s e-mall address OSISNumber __ _ ___ _ S
’ School {include name, number, address and borough) DOE District Grade Class
The following sections to ba completed by Student's HEaLTH CARE PRACTITIONER
1. Diagnosis: ICD-10Code O__ . _ In School Instructions
Medication: O Standing daily dose; at__;__aM/PM  and __i__AMIPM
Genaric and/or Brand Name . ANDIOR

Preparation/Conceniration: G PRN
Dose: Route;

specify slgns, symptoms, or situations
O Time interval: q __ minutes or g_ _ hours as needed,
0 If no Improvement, repeat in __ _ minutes or __hours for a maximum
of __times.
Conditions under which medication should not be given:

2. Diagnosis: ICD-10Code s _ __.__ _ In School Instructions

Medication: 0 Standing daily dose: at __;__AM/PM and . _AM/PM
Generic andfor Brand Name AND/OR

Praparaion/Concentration: 0 PRN

Dose: Route;

Select the most appropriate eption for this student:

o Nurse-Dependent Student: nurse must administer medication
o Supervised Student; student self-administers, under adult supervision
o Independent Student: studentis sel-cany / self-administer (NOT ALLOWED
FOR CONTROLLED SUBSTANCES):™
+ | altest student demonstrated the abiliy to self-administer the prescribed
medication effectively for schoolffield tripsfschool-spansored events,

praciioner’s vl
* PARENT MUST INITIAL REVERSE SIDE

specify signs, symploms, or skuations
O Time interval: q __ minutes or q__ hours as needed.
O If no improvement, repeatin _ _ minutes or __hours for a maximum

of __times.
Conditions under which medication should not be given:

3. Diagnosis: ICD-10Codey ___.___ InSchool Instructions ;

Medication: 01 Standing daily dose: at __:__am/pmand i _AMIPM
Generic and/or Brand Name ANDIOR

Preparation/Conceniration: 0O PRN

Dose: Route;

Select the most appropriate option for this student:

o Nurse-Dependent Student: nurse must administer medication
& Supervised Sludent: student self-administers, under adult supervision
a Independent Student: student is seli-carry / self-administer (NOT ALLOWED
FOR CONTRQLLED SUBSTANCES):"
+ | attest student demonstraled the ability to self-administer the prescribed
medicalion effectively for school/field trips/school-sponsared
events,

pracfioner’s infaty
X PARENT MUST INITIAL REVERSE SIDE

specify signs, symptoms, or sitvations
O Time interval: q __ minutes orq_ _ hours as needed.
0 If no improvement, repeat in __ minutes or _ _hours for a maximum

of __ times.

Conditions under which medication should not be given:

HOME Medications (include over-the counter)

For Office of School Health {OSH} Use Only

Revisions per OSH after consultation with prescribing health care praciifionar,
O [EP

Health Care Practitioner LAST NAME FIRST NAME _(ﬁease Signaure

Prind)

Address Tel No. () e FaxMNo¢_ . )____.____
E-mail address* Celiphone™ (___)____-____

NYS License No {Requirad) __ e | MedicaidNo ___ —_—— e | NPINO.____ _ Date . _/J__ _ /1 _____

INCOMPLETE PRACTITIONER INFORMATION WiILL DELAY IMPLEMENTATION OF MEDICATION ORDERS

*Confidential information should rot be sent by e-mail

Rev:
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NYC Department of Health and Mental Hygiene
Immunization Program
Vaccines For Children Program

ELIGIBILITY SCREENING FORM

Provider Name: Date of Screening: / /-
MM DD YYYY

HEALTH CARE PROVIDER: A record must be kept in the healthcare provider’s office that
reflects the status of all children up to their 19™ birthday who receive immunization through the NYC
VFC program. The record may be completed by the parent, guardian, individual of record, or
healtheare provider. The same record may be used for all subsequent visits as long as the child’s
health insurance status has not changed. While verification of responses is not required, it is
necessary to retain this or a similar record for each child receiving vaccine.

PATIENT INFORMATION:

Child/Patient Date of Birth: / /
MM DD YYYY

Child/Patient Last Name . First Name MI

—— e,

Parent/Guardian’s Last Name First Name . M.I

-—

Check the appropriate eligibility category line below for children (up to their 19 birthday)
who receive publicly purchased vaccine in New York.

1. Medicaid/Medicaid managed caré enrolled

Date
2. Uninsured (no insurance)
Date
3. Underinsured (insurance does not cover vaccines) .
) Date
$% 4. Native American/Alaskan Native
a® Date
5. Not Eligible (insurance covers immunization)
Date
6. Child Health Plus B (CHPlus B)
. Date

EXPLANATIONS/INSTRUCTIONS FOR USE OF CATEGORIES ON BACK

DOH 3835P (Revised 12/2008)




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

This document is to be signed by a person legally responsible for the patient’s
medical decisions relative to the treatiment sitzation.

1, » hereby acknowledge the, PC has provided me with a copy
of its Notice of Privacy Practices that describes how medical information about me may
be used and disclosed, and how I can access this information. I understand that if [ have
a questions or complaints I may contact:

Privacy Contact # (347) 425-1849 ]

I also understand that I am entitled to receive updates upon request if Divine Love
Medical Services, PC amends or changes it Notice of Privacy Practices in a material way.

[ SP—

Patient Name

Patient/Guardian Signature

Relationship to Patient Date

THIS SECTION IS TO BE COMPLETED BY DIVINE LOVE MEDICAL
SERVICES, PC, IF UNABLE TO OBTAIN WRITTEN ACKNOWLEDGEMTN
FROM PATIENT

I'made a good faith effort to obtain a written acknowledgement of receipt of the Notice of
Privacy Practices from the above-named patient, but was unable to because:

‘« o Notice of Privacy Practices Given — Patient Declined to sign
Other (specify):

Name and Title of Employee Date




R

DIVINE LOVE MEDICAL SERVICES, PC
PEDIATRICS

AUTHORIZATION FOR MEDICAL TREATMENT

I , (patient/patients parent or guardian) give authorization to the

attending physician/physicians on staff at “Divine Love Medical Services, P.C.to
evaluate and treat me/my son, daughter, or relative. (circle one) I understand that I will
be informed of any medical treatment or procedures to properly treat me, or the
patient.(circle one) Authorization is hereby granted for such treatments and procedures.
My signature below will act as authorization for todays and all future medical treatment,

unless | rescind such authorization in writing.

Patient or Parent/Guardian Signature Date

Who if anyone other than the responsible party has permission to be involved in your
child’s medical treatment including bringing them in for visits?

Name Relationship
Name Relationship
Name Relationship
Name Relationship

Patient or Parent/Guardian Signature Date



DIVINE LOVE MEDICAL SERVICES, PC

REGISTRATION FORM

PATIENT INFORMATION

Date:
Name:
Address: City: State: Zip:
Home Phone: ( ) Cell Phone: ()
Date of Birth: / | Social Security:
Mother's Name: \ D.OB.: / /
Employer: Work Phone: ( )
Father's Name: D.O.B.: / [
Employer: Work Phone: ( )
Whom may we than for referring you?
Person to contact in case of emergency: Phone: ( )

INSURANCE INFORMATION

Name of Insured: DOB:

Insurance Company:

Grp#

Relationship to Patient:

ID#

Ins. Co. Address:

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ] Yes [ | No

Name of Insurance Name of

Effective Date:

D #:

| CERTIFY THAT THE INFORMATION GIVEN IS CORRECT:

Signature:

Relationship to Patient:

INS Co. Phone:

IF YES, COMPLETE THE FOLLOWING

Insured:

Benefit Code:

Date:




