
CHILD’S NAME:  ____________________________________________________________

PHYSICIAN’S NAME:  _______________________________________________________

________  I prescribe for the child listed above to attend Sproutlings Pediatric Day Care & Preschool. I agree that the 

child is medically stabilized and requires ongoing nursing care and other interventions.

 

REASON FOR MEDICAL NECESSITY 

Please provide a brief overview of the child’s current condition and need for ongoing nursing care: ____________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

I understand that as the Primary Care Physician, I will maintain responsibility for the overall medical therapeutic plan 

and will be available for consultation and collaboration with the PPEC medical and nursing personnel.

Physician signature: ____________________________________________________________________  Date: _______________________
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