
Form 316-4 
LETTER TO DOCTOR REGARDING HEALTH SERVICES 

 

 

 

Meadow Lake Office · 525 5th Street West, Meadow Lake, SK   S9X 1B4 · Ph (306) 236-5614 · Fax (306) 236-3922 
South Office · Box 456, Marshall, SK   S0M 1R0 · Ph (306) 387-1200 · Fax (306) 387-1204 

Turtleford Office · Box 280, Turtleford, SK   S0M 2Y0 · Ph (306) 845-2150 · Fax (306) 845-3392 
 

Dear Doctor: ________________________________________ 
 
Re: Name ____________________________ Birth Date ______________________ 
 
 Address __________________________________________________________ 
 
 School and Grade __________________________________________________ 
 
We have been informed that the above-mentioned child, a patient of yours, is required to take health care 
during school hours. 
 
Since this procedure involves additional responsibilities on behalf of school personnel, we ask for your 
cooperation in reviewing the need for special services and/or medication during school hours for this child, and 
if you decide it is essential, please record the name of the drug, the dose, and any necessary health services 
instructions. Please include specific information on a required service and the training needed.  Your signature 
authorizing this service(s) by school personnel is essential. 
Sincerely, 
 
 
Jennifer Williamson 
Superintendent of Student Services 
 
Authorization for release of information: Parent Signature: ________________________ 
 

 
Medical Authorization (To be completed by the doctor) 

 
Type of Services Required: ______________________________________________________ 
 
Frequency of Service: _______________________ Time(s) to be administered:  __________   
 
Other information (ie: Name of drug, the dose, side effects, etc.)_______________________ 
 
Anticipated duration of services or medical intervention: 

 Ongoing until further notice by a doctor (not to extend beyond the current school 
year) 

 For the period _________________________to __________________________ 
 
Health Care Directive – Description: (Please indicate a health care professional by name and 
contact information that would be authorized to provide training to the staff.)   
____________________________________________________________________________ 

____________________________________________________________________________ 

Name of Doctor:___________________________________ Date: _________________ 
 
Signature of Doctor: ________________________________ 


