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[bookmark: _GoBack]Medical Cannabis Treatment Plan

To be completed by parent or legal guardian:
Name of “qualified student” as defined by NMAC 6.12.10.7(L): _______________________________________________________________________
School attending: ___________________________   Grade: ______________________
Name of student’s “primary caregiver” as defined by NMAC 6.12.10.7(J): _______________________________________________________________________
Primary caregiver’s phone number: 
Home: _________________   Mobile: _________________   Work: _________________
Medical cannabis product to be administered to qualified student: _______________________________________________________________________
Permissible form of medical cannabis to be administered by the primary caregiver: _______________________________________________________________________
Permissible form of medical cannabis to be administered by designated school personnel: _______________________________________________________________________
Purpose of use: __________________________________________________________
_______________________________________________________________________
Recommended dosage: ____________________
Proposed time(s) of administration: ________________________________________

Medical Cannabis Written Certification

To be completed by the “certifying practitioner” as defined by NMAC 6.12.10.7(C):
I, (INSERT PRACTITIONER NAME), certify my patient, (INSERT PATIENT NAME), has a debilitating medical condition, and it is my professional opinion the potential health benefits of medical cannabis use would likely outweigh the health risks for this patient. 

Signature of certifying practitioner: ___________________________  Date: ________
