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Student’s Name:                D.O.B.     Age:   

School:         

Parent’s Name:        

Physician’s Name:         Phone:      

Address:                                  
   Street Address     City         State        Zip Code 
Last Examination Date:       

Check ( X ) applicable disability. 
 
Other Health Impairment 
 

  Based on my examination, this student appears to have limited strength, vitality, or alertness due to chronic or acute health 
problems, such as a heart condition, tuberculosis, rheumatic fever, nephritis, asthma,, sickle cell anemia, hemophilia, epilepsy, lead 
poisoning, leukemia, diabetes, attention deficit disorder (ADD), or attention deficit hyperactivity disorder (ADHD) which adversely affects 
his/her educational performance. (Note:  Includes a child’s heightened alertness to environmental stimuli that result in limited alertness 
with respect to the educational environment.) 
 

Other: 
_____________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

Orthopedic Impairment 
 

  Based on my examination, this student has a severe orthopedic impairment which adversely affects educational performance.  The 
term includes impairments caused by congenital anomaly (e.g., clubfoot, absence of some member, etc.), impairments cased by disease 
(e.g., poliomyelitis, bone tuberculosis, etc.), and impairments from other causes (e.g., cerebral palsy, amputations, and fractures of burns 
which cause contractures). 
 
 
If a disability is checked above, please complete the following: 
Specific type of impairment (i.e., diagnosis), explain: 
 
Severity of impairment    mild   moderate   severe 

Prognosis, explain:              
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  Difficulty maintaining alertness/concentration in the classroom 

  Difficulty making appropriate decisions 

  Difficulty maintaining appropriate behavior due to impulsivity 

  Difficulty with short-term or long-term memory 

  Participation in physical education activities only with the following modifications: 

 
  Prescribed medication(s), give dosage(s), frequency (ies): 

 
 
 Impact on classroom functioning of each medication.  Explain: 
 
 

  Existing medical implications interfere or prevent the student from being educated on a  
       school campus (requesting homebound services).  Explain: 
 
 

  Participation on school campus with the following modifications: 
 
 

  Other: 
 
 
Recommendations for Educational Programming 

Check ( X ) as appropriate.  Return date is required 

  Hospital:  Child will be confined 4 cumulative weeks throughout the school year or longer.  If these  
       will be consecutive weeks, please indicate the approximate date of return:       
                      Date Required 

  Home:  Child will be confined 4 cumulative weeks throughout the school year or longer.  If these 
       will be consecutive weeks, please indicate the approximate date of return:      
                     Date Required 

  School:  Child is physically able to attend regular/special class on campus. 

 

_________________________________________                             ________________________ 
Physicians Name Required       Specialty 
 
      _____                                   
Physicians Signature Required (Please do not stamp)                             Date 
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