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BLUE SPRINGS SCHOOL DISTRICT 
SPECIALIZED CARE PROCEDURES AND PHYSICIAN ORDERS 

Student Name: ___________________ DOB: _______ Grade: 

Medical Diagnosis: ____________ 

Treatment/Procedure (include frequency): ____________ 

Precautions/Recommendations: ____________ 

Physician Signature Date 

Parent/Guardian Signature Date 

WRITTEN ORDERS MUST BE RENEWED EACH SCHOOL YEAR 

04/03/2024 
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