School Year:

Student Name: Date of Birth:
School Name: Fax Number:
Emergency Contact: Phone:

Medical Diagnosis:

Complete this section for intermittent catheterization:
O Intermittent catheterization via Mitrofanoff [ Intermittent catheterization via Urethra

Type of Catheter: Size of Catheter:

Schedule of Intermittent Catheterization:
O Every hours

O At specific times:

[0 As needed for:

Output needs to be measured: O Yes [ No
O Intermittent catheterization completed by School Nurse or trained school staff
[0 Student can independently self-catheterize

Student requires staff supervision during self-catheterization: O Yes O No

Other related instructions (e.g. specific supplies needed, positioning, when to notify family, etc.):

Complete this section for indwelling catheter:
O Indwelling Foley catheter [ Suprapubic catheter
Size of Catheter:
Schedule for Indwelling Catheter:

O Empty urine bag every hours
OO0 Remove stopper/unclamp to drain catheter every hours
Other related instructions:

Output needs to be measured: [ Yes [0 No

| authorize and provide medical justification for the above-named student to receive care related to catheter during school hours. This
is necessary for the management of a medical condition and to ensure the student’s health and safety.

Healthcare Provider Information (with prescriptive authority):
Provider Name (Print): Provider Signature:

Date: Phone: Fax:

Parent/Guardian Consent:

| understand that intermittent catheterization and/or catheter care is a necessary health service for my student during school hours. I give
my consent for trained school personnel to perform this procedure as directed by the healthcare provider above and, if necessary,
contact our health care provider regarding this order. | agree to provide the necessary catheterization supplies and to update the school
with any changes in my student’s condition or treatment plan.

Parent/Guardian Name (Print): Phone:

Signature: Date:

School Nurse/CCHC:
School Nurse/CCHC (Print): Signature:

Date:

This document, and the information it contains was created by Children’s Hospital Colorado (“CHCO?”) to serve as a guideline and reference tool for use by CHCO employees while acting within the
scope of their employment with CHCO. The information presented is intended for informational and educational purposes only. It is not intended to take the place of your personal physician’s advice
and is not intended to diagnose, treat, cure or prevent any disease. The information should not be used in place of a visit, call, consultation or advice of your physician or other health care providers.

Copyright © Children’s Hospital Colorado 2025 All rights reserved. No part of this document may be reproduced without written consent from the author.”



	School Year: 
	Intermittent catheterization via Mitrofanoff: Off
	Intermittent catheterization via Urethra: Off
	Type of Catheter: 
	Size of Catheter: 
	Schedule of Intermittent Catheterization: Off
	undefined: Off
	Output needs to be measured: Off
	Every: 
	At specific times: 
	As needed for: 
	undefined_2: Off
	Intermittent catheterization completed by School Nurse or trained school staff: Off
	Student can independently selfcatheterize: Off
	Other related instructions eg specific supplies needed positioning when to notify family etc 1: 
	Other related instructions eg specific supplies needed positioning when to notify family etc 2: 
	Student requires staff supervision during selfcatheterization: Off
	Indwelling Foley catheter: Off
	Suprapubic catheter: Off
	Size of Catheter_2: 
	Schedule for Indwelling Catheter: Off
	undefined_3: Off
	Empty urine bag every: 
	Remove stopperunclamp to drain catheter every: 
	Other related instructions: 
	Output needs to be measured_2: Off
	Provider Name Print: 
	Date: 
	Fax: 
	ParentGuardian Name Print: 
	Phone_2: 
	Date_2: 
	School NurseCCHC Print: 
	Date_3: 
	Student Name: 
	School Name: 
	Date of Birth: 
	Fax Number: 
	Emergency Contact: 
	Phone: 
	Medical Diagnosis: 


