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Provider Order for Chest Physiotherapy with Vest at School 
 

Student Name    DOB    

School    Grade    School Year    

TO BE COMPLETED BY A LICENSED HEALTHCARE PROVIDER WITH PRESCRIPTIVE AUTHORITY 
 

Diagnosis         

Indications for chest physiotherapy with vest         

Frequency         

Equipment needed (to be provided by parent/guardian)         

        

        

 

Instructions:  Please attach written instructions for the procedure per WAC 246-840-820. 

 

Precautions and interventions         

        

        

Hold procedure if         

Other instructions         

        

        

Duration of order is for current school year unless otherwise noted     

 

Provider’s Signature     Date   

Printed Name     Phone   
 

 

TO BE COMPLETED BY PARENT/LEGAL GUARDIAN 

 
As the parent/legal guardian of this child, I request this treatment be provided as written and I understand that: 

• This treatment will not begin until adequate training of qualified staff is completed. 

• I must provide all necessary supplies and equipment to perform this service. 

• I must notify the school about any changes or cancellations. 

• The school accepts no liability for untoward reactions when the treatment is administered in accordance with directions. 

• My signature allows the school nurse to discuss this medical condition/order with the provider. 
 
 

Parent/Legal Guardian Signature     Date   
 
Printed Name     Phone   
 

 

Central Kitsap School District 
Health Services 

PO Box 8, Silverdale, WA 98383 
360-662-1070 / Fax 1-360-633-1688 

  
 


