Exhibit 1l Metropolitan Nashville Public Schools | Arabic | MNPS School Health Program

REQUEST FOR MEDICAL PROCEDURE / NURSE DIRECTED MEDICATION ADMINISTRATION
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The health care provider may be a medical doctor (MD, DO), dentist (DDS), physician assistant (PA), or an advanced nurse practitioner (APRN/NP).
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Special Instructions: For suctioning, please give a description of physical conditions which would require suctioning ordered PRN:
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Special Instructions for Storage and Handling:
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Possible Side Effects:
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If the dose of this medication is different from the manufacturer’s :
recommended dose range for the age or weight please include
your rationale for prescribing outside of these recommendations.
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Pursuant to HIPAA regulations, 45 C.F.R. 8164.506 and § 1654.501, | may disclose protected health information regarding this
student’s treatment activities to be implemented by the school nurse program.
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