
STUDENT NAME:  __________________    DOB:______________ SCHOOL: __________________________ 

Diagnosis_______________________________________________________________________________ 

MEDICAL PROVIDER TO COMPLETE: 
Care of and use of the following tube is permitted at school: G-Tube J-Tube    Other_________

Indicate whether tube will be at school for:           Feeding              Medication      Other __________________ 
Please mark delivery method:        Gravity/Bolus     Pump Other ______________ 

Name of Formula/food ________________________________ Quantity of formula per feed  ______  (mls)    

Duration of feeding:   Bolus  _______ (mins)          Pump rate _______  (ml/hr )   

Water flush:  Before feeding ________ (mls)          After feeding   ______ (mls)    

  If by pump, is it okay to administer by bolus if the pump malfunctions at school?        NO            YES 
  If yes, please note approximate duration of bolus:   _______ minutes. 

Medication at school (via g-tube)  Reason for medication: ______________________________________ 
Name/strength: ________________________________  Dose: ______________ Time:________________    

Route:       G / _   J TUBE    *If PRN, how long between doses: ____________   Side Effects: _____________ 

Additional Information: __________________________________________________________________ 

Call school nurse or primary physician if: Tube site becomes red, tender, has abnormal tissue build-up 
around the stoma, excessive leakage around tube, or if the tube is not functioning properly. If tube falls 
out, please cover the site with a gauze bandage and contact parent and nurse immediately. 

I request and authorize that the above named student be provided the GI tube care as described above, for the 
duration of the school year  OR  for the period commencing     _____/ _____ / 20____ through ____/ ____/20____  
(not to exceed the current school year). Order to be renewed annually. 

_________________________________      
    Medical Provider (Printed Name) 

  ___________________________ 
Provider signature 

           _______________ 
 Date 

_____________________________  ___________________________ 
Provider Phone             Provider Fax 

_________________________________        ___________________________
 Registered Dietician/Other (Printed Name)  RD/Other signature 

_______________ 
Date 

 (optional) 

PLEASE NOTE: If this order is completed by a dietician or health professional other than the medical provider, the 
order must be reviewed, approved, and signed off by the medical provider (ie. MD/DO/NP).  

School Year: _____  -  _____ 
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Place student's 
picture here

MEDICAL FORM: GASTROSTOMY AND/OR JEJUNOSTOMY TUBE
(HEALTH PLAN/MEDICAL 504) 



PARENT/GUARDIAN PERMISSION AND CONSENT:  
• I certify that I have legal authority to consent to medical treatment for the student named above, including the
administration of medication at school. I consent for my child to be evaluated for a health care plan/medical 504 plan. I
have received a copy of the Notice of Parent/Student Rights under Section 504 (Form 504-1). I agree with this health
care plan/medical 504, consent for the placement outlined, and request designated school personnel to follow this plan
as it is written. I understand that if I disagree with this plan, I have the right to request a hearing by filing a written
request using the 504-7 form. I understand that this health care plan/medical 504, including the medical treatment/
medication orders provided, must be renewed and reviewed annually. I understand that my child will be reevaluated
every three years to determine if my child continues to qualify for a school health care plan/medical 504.
• I give health services staff permission to communicate with the LHCP’s office about any medical treatment/
medication orders that I provide to the school, in accordance with HIPPA/FERPA regulations. I understand that the
school may share this care plan with emergency responders if student requires emergency services.
• If medication is prescribed within this plan, the medication is to be furnished by me in the original container, and
BROUGHT TO SCHOOL BY AN ADULT.  Prescription medication must be labeled by the pharmacy with the name of the
patient, health care provider, medication, dosage, and the time of day to be given. I understand medication may be
administered by non-licensed trained designated staff members in accordance with state regulations and district policy.
I understand that at the end of the school year, an adult must pick up any mediation, otherwise it will be discarded.

Parent/Guardian Signature: ___________________________________         Date: ____________ 

Parent/Guardian Contact Information: 

Name: ______________________________     PH: ___________________    PH: _________________   PH: _______________ 

Name: ______________________________     PH: ___________________    PH: _________________    PH: _______________ 

EMERGENCY CONTACTS (if unable to reach parent/guardian) 

Name: _____________________________ Relationship:_______________  PH: _________________    PH: ______________ 

Name: _____________________________ Relationship:_______________  PH: _________________    PH: ______________ 

Order reviewed by the school RN:  _____________________________________      _____________________ 
 Signature                                                  Date 
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This section to be completed by the child's Parent/Guardian

School Year: _____  -  _____ MEDICAL FORM: GASTROSTOMY AND/OR JEJUNOSTOMY TUBE 
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