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រកសងួអប់រៃំនទរីកុងហវឡីែដលហវយ៉/ THE SCHOOL DISTRICT OF PHILADELPHIA 
ករបេរមែផនកសខុភពេនសល/ SCHOOL HEALTH SERVICES 

ករេសនសុេំដមបឲីយថន  ំឬេរបម៉សុនីរសូបខយល ់ខយលអ់ុកសុែិហសន ឬេរគឿងបរកិខ េផសងៗ េនសល/ REQUEST FOR ADMINSTRATION OF MEDICATION OR 

USE OF SUCTION, OXYGEN OR OTHER EQUIPMENT IN SCHOOL 

(សូមេមលសរេទកន់ េវជជបណឌិ ត និងមតបិត េនខងេរកយលិខិតេនះ / Please see message to physician and parent on back of form) 

Physician, Please note: Fill in all of the spaces.  Missing information will cause the form to be returned to you.  This will cause a delay in your 

patient receiving medication/treatment.  A separate request is needed for each medication.   

ជូនចំេពះនយកសល៖ 
 

ខញុំអនុញញ តឲយបុគគលិកសលមន ក់ឲយថន ំែដលបនបញជ ក់ ឬេរបបរកិខ  ឬ ម៉ 
សុីនែដលអនកពយបលរបស់កូនខញុំបនេចញសំបុរតឲយ ហតថេលខរបស់ 
គត់មនេនេលលិខិតេនះ។ 
 

កូនរបស់ខញុំអច េលបថន /ំេរបបរកិខ  តមករសេរមចរបស់គិលនុបដឋ កស 
ល ែដលសមរមយ។ 
 

ខញុំអនុញញ តឲយគិលនុបដឋ កសលទក់ទងជមួយអនកពយបលរបស់កូនខញុំ 
និងអនកពយបលរបស់ខញុំឲយេឆលយតបតមរតូវករ ចំេពះថន /ំបរកិខ េនះ និង/ឬ 
ចេមលយរបស់កូនខញុំ។  
 

To the Principal 

 

I authorize selected school personnel to administer the indicated 

medication, or to use the equipment or machinery as prescribed by my 

child’s healthcare provider, whose signature appears on this form. 

 

My child may self-administer medication/equipment as determined 

appropriate by the school nurse. 

 

I authorize the school nurse to communicate with my child’s healthcare 

provider, and my health care provider to reply, as needed regarding this 

medication/equipment and/or my child’s response. 

 

 __________________________________    ______________________ 

ហតថេលខរបស់មតបិត/Parent signature             ទូរស័ពទ/Telephone 

 

_______________________  ___________________________________ 

ៃថងចុះហតថេលខ/Date signed   ទូរស័ពទេពលមនអសនន/Emergency number 

 

 

េយងេទតមនីតិវធិីរបស់រកសួងអប់របំចចុបបនន ករឲយថន ំេនះបនយល់រពម 

េនៃថង៖/In accordance with current school district procedure, the administra- 

tion of this medication was approved on: 

 

______________________________________________ 

ៃថងែខ/Date 

(ទុកេនសលទុកេនសលទុកេនសលទុកេនសល/Retain in school) 

 

(ហតថេលខរបស់គិលនុបដឋ កសល/Signature of School Nurse)____________ 

 

(ទូរស័ពទរបស់គិលនុបដឋ កសល/Telephone of School Nurse) _______________ 

េឈម ះអនកជមងឺ/សិសស/Name of patient/student អស័យដឋ ន/េលខតំបន់/Address/Zip បនទប់/េលខេសៀវេភ/Room/book No. 
 

ៃថងកំេណ ត/DOB 

 

សល/School/េលខ ORG. ករយិល័យរបចំតំបន់/Regional Office PID 

េរគវនិិចឆ័យ/Diagnosis: 
មូលេហតុែដលរតូវឲយថន ំេនសល/Reason medication must be given in school: _________________________________________ 
េឈម ះ ថន /ំបរកិខ /ករពយបល/Name of medication/equipment/treatment: 
 

ចំនួន/Dose 

េម៉ងរតូវឲយថន ំេនសល/Time(s) to be given in school: 
 

ចំនួនសរបុកនុង២៤េម៉ង/Total dosage per 24 hrs. 

ៃថងចប់េផតមេលប/Date begin: ៃថងឈប់េលប/Date end: 
ករែណនំសរមប់ ករឲយថន /ំករេរប/Instruction for administration/utilization: ____________________________________________  
______________________________________________________________________________________________________ 
ករែណនំរបប់/Contraindications: ___________________________________________________________________________  
______________________________________________________________________________________________________ 
ថន ំេធវទុកខដូចេមតចខលះ/Side effects: ____________________________________________________________________________   
ករពយបលេពលថន ំេធវទុកខ/សកមមភពែដលរតូវេធវ/Treatment of side effects/action to be taken: 
_______________________________________________________________________________________________________ 
េតមនករមិតេលសកមមភពចំបច់អវីមួយឬេទ?/Is any restriction on activity necessary?  ___ មន/Yes    ___ គម ន/No 
េបមន សូមេរៀបរប់/If yes, describe:_____________________________________________________________ 
េតសិសសេលបថន ំអវីេផសងេទៀតឬេទ?/Is student taking any other medication?           ___េលប/Yes       ___មិនេលប/No 
េបេលប េឈម ះថន /ំIf yes, name of medications____________________________________________________________________ 
េតរកមុរគួសររបស់េកមងទុកបរកិខ ែដលរសេដៀងគន េនផទះឬេទ?/Is similar equipment kept by the child’s family at home? 
                                                                                                                                           ___ទុក/Yes  ___មិនទុក/No                                   
សរេសរេឈម ះ អនកពយបល/អនកមនសមតថភពពយបល/Print name of 
health care provider/credentials 

ទូរស័ព្ទ/Telephone 
 

អស័យដឋ ន/Address ទូរស័ពទសរមប់េពលមនអសនន/Emergency number 

ហតថេលខរបស់អនកពយបល/Signature of health care provider ៃថងចុះហតថេលខ/Date signed 
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To the physician 
 

Your patient has requested that medication or equipment be utilized in school.  Ideally, the administration of medication or utilization of equipment should take place at home.  

However, for students who require medication/treatment during the school day in order to function in the classroom, School District Policy does permit selected school staff to 

administer medication.  In some cases, students may self-administer their medication. 
 

School District Policy also permits the use of equipment/machinery in those instances where similar equipment is kept by the child’s family at home, and such 

equipment/machinery is necessary in order to enable the student to function in the classroom.  Instruction for use and precautions should be spelled out in detail. 
 

(If your patient’s medication or treatment schedule cannot be altered so that all are received at home, please complete the request on the reverse side-a separate request 

is required for each medication or treatment). 
 

When the medication/treatment prescribed exceeds or differs from that approved by the FDA or recommended by the manufacturer, you and the child’s parent will be required to 

submit written detailed information to the School Nurse.  This must include a list of side effects and confirmation that all side-effects have been explained to and are understood by 

the parent.  Any particularly dangerous conditions being experienced by the child should be spelled out in detail, with the procedure to follow should a reaction occur. 
 

Please fill in all of the spaces.  Missing information will cause the form to be returned to you.  This will cause a delay in your patient receiving medication/treatment. 

 

Thank you. 

 

School Health Services 

______________________________________________________________________________________________________________________________ 

ជូនចំេពះជូនចំេពះជូនចំេពះជូនចំេពះ    មតបិមតបិមតបិមតបិតតតត////អណពយបល៖អណពយបល៖អណពយបល៖អណពយបល៖    
 

េកមងខលះរតូវករថន  ំឬបរកិខ ពិេសស េដមបីអចេរៀនេនកនុងថន ក់។ លអបំផុត អវីៗទំងេនះគួរេធវេនផទះ។ េបសិនជេពលឲយថន /ំបរកិខ េពទយ របស់កូនេលកអនកមិនអចផល ស់បតូរេដមបីអចឲយអវីៗរគប់យ៉ង 
េនផទះបន េលកអនកអចេសនសុំឲយេគឲយេនសល េដយជួបជមួយគិលនុបដឋ កសល ឬនយកសល។ 
េពលណថន /ំករពយបល ែដលបនេចញឲយកូនេលកអនក េលស ឬ ខុស ពីចំនួនែដលបនយល់រពមេដយ រកសួងទទួលបនទុកែផនក មហូបអហរនិងឱសថ របចំរបេទស (FDA) ឬេរងចរក េគនឹង 
តរមូវឲយេលកអនក និងអនកពយបលរបស់េលកអនក ផតល់ព័ត៌មនបែនថមតមករសរេសរជលយល័កខអកសរេទគិលនុបដឋ កសល មុនេពលមនករយល់រពម។ 
េពលណសំេណ បនយល់រពមេដយគិលនុបដឋ កសលេហយ េគនឹងតរមូវឲយេលកអនកយកថន ំែដលមនផល ករតឹមរតូវមកសល េហយដក់ឲយេដយឱសថករែីដលមនអជញ ប័ណណ។  
ដបថន ំរតូវមន គរមបែដលមនគនលឹះបិទ(Saf-T-Closure Cap) េហយរតូវមនផល កភជ ប់មកជមួយ។  
 

       -េឈម ះអនកជមងឺ    -ៃថងែខេចញសំបុរតទិញថន  ំ(បចចុបបនន) -េឈម ះឱសថសថ ន  -េឈម ះថន  ំចំនួនថន  ំៃថងផុតេពលអចេរប (េបជប់ទក់ទង) 
       -អស័យដឋ នរបស់ឱសថសថ ន និងទូរស័ពទ -ករែណនំ   -េលខសំបុរតទិញថន  ំ -េឈម ះមនទីរពយបលែដលេចញសំបុរតទិញថន  ំ
 

សរមប់បរកិខ ពិេសស ករបេរមេនសលនឹងរតូវផតល់ឲយ េបេលកអនកមនបរកិខ េនះេនផទះេលកអនកែដរ។ េលកអនករតូវផតល់បរកិខ  រពមទំងករជួសជុល និងដូរវ េពលណចំបច់។ េរកយ
េពលែដលសំេណ បនយល់រពមេហយ េគនឹងសុំឲយេលកអនកយកបរកិខ មកសល េហយបងហ ញករេរបរបស់ដល់បុគគលិកសលែដលេគបនេរជសេរ ស។ រតូវមនករែណនំពីករេរបភជ ប់មក
ជមួយបរកិខ េនះផងែដរ។ វធិីេនះរតូវេធវមតងេហយមតងេទៀតេរៀងរល់ឆន  ំនិង/ឬ រល់េពលផល ស់បតូរចំនួនថន ំ។ 
េបកូនេលកអនកយកថន ំមកសល រមួទំងថន ំែដលមិនរតូវករសំបុរតទិញពីេវជជបណឌិ ត និងេលបខលួនឯង េលកអនកគួរជរមបនយកសលថវជអវី និងសរមប់អវី។ 
មតបិត/អណពយបល រតូវែតមកយកថន ំែដលមិនបនេរប ឬផុតកំណត់េពលេរប េដយផទ ល់ ឬបញជូ នមនុសសេពញវយ័ែដលមនករទទួលខុសរតូវមន ក់ែដលមនលិខិតអនុញញ តពីេលកអនក។ 
េគនឹងកំេទចេចល/េបះេចល ថន ែំដលមិនបនេរបែដលមិនមកយកកនុងកំឡុងេពល១០ៃថង ឬៃថងចុងេរកយបងអស់របស់សល។ 
េបសិនជេលកអនកមនសំណួរអវីអំពីវធិីេនះ សូមទក់ទងគិលនុបដឋ កសល ឬនយកសល។  
សូមអរគុណ។ 
 

េដមបីរជបពីឯកសរែដលបនបកែរប និងព័ត៌មនបែនថម ជភសែខមរ សូមេមលកនុងវុបិៃស៖ www.philasd.org/language/khmer 
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