
 
MEDICAL REFERRAL  

 
 

_____________________________________________________________________________________________________ 
(LAST NAME)                              (FIRST)                     (MIDDLE)                                          (DOB)                    (ID #) 
 
_____________________________________________________________________________________________________ 
(HOME ADDRESS)                                                                                        (ZIP CODE)                       (TELEPHONE) 
 
_____________________________________________________________________________________________________ 
(PARENT’S/ GUARDIAN’S NAME)                                                              ( SCHOOL) 

 
 

 Dear Healthcare Provider,  
 
We are requesting your assistance in identifying health information which may impact 
the above named student during school hours. This student is being referred because 
of the following:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please use the attached sheet to document your findings and return the completed 
form to the school nurse promptly. 

 
 

 Sincerely,  
 
 
School Nurse Signature______________________________________ * Date ______________ 

Rev 5/2025 



 
MEDICAL PROVIDER’S REPORT/RECOMMENDATIONS 

 
_____________________________________________________________________________________________________ 
(LAST NAME)                              (FIRST)                     (MIDDLE)                                          (DOB)                    (ID #) 
 
_____________________________________________________________________________________________________ 
(HOME ADDRESS)                                                                                        (ZIP CODE)                       (TELEPHONE) 
 
_____________________________________________________________________________________________________ 
(PARENT’S/ GUARDIAN’S NAME)                                                              ( SCHOOL) 
 
 
Diagnosis and Prognosis: 
 
 
 
 
 
 
 
 
 
 
Recommendations: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Providers’s Name______________________________ Hospital Affiliation __________________    

(Please print or type) 
Address ________________________________Telephone # ___________Fax #______________ 
 
Provider’s Signature ___________________________________________ Date ______________ 

Rev 5/2025 


