Grade/Teacher

LAJOYA LS.D.
HEALTH SERVICES

REFERRAL TO PHYSICIAN

Student Name: DOB: ID#:

Phone #:

OBSERVATIONS WHICH WE THINK NEED MEDICAL ATTENTION

Date:

Signature of School Nurse School Phone Number

THIS IS NOT AN AUTHORIZATION FOR PAYMENT

TO THE PHYSICIAN:
Please complete for the child’s school record.

Findings:

Treatment:

Recommendations:

Signature of Physician Phone Number Date
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