CLEVELAND CITY SCHOOLS

MEDICAL INFORMATION

(Orthopedic Impairment)

______________________________________________________________________________

To be completed by school personnel before sending to physician:

Student:  ______________________________ Date of Birth:  ____/____/____ Grade:  _______

School:  _______________________ Physician’s Name:  _______________________________

Name of Doctor’s Practice:  ____________________________ Phone:  (___)______/_________ 

Fax:  ​(___)______/_________

______________________________________________________________________________      
Dear Physician:

This student has been referred for Special Education services.  Medical information is needed to assist in determining the need for special education for this student.  The information will be confidential and used only by persons directly involved with the student.

(Please respond to each item).

Diagnosis/Etiology:  _____________________________________________________________

Prognosis:  _____________________________________________________________________

Treatment: ____________________________________________________________________

Medication(s):  (+Dosage):  _______________________________________________________

____________________________________________________________________________________________________________________________________________________________

Special health care procedures, special diet, and/or activity restrictions: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate the impact of this medical diagnosis on the student’s mobility and daily living activities:  _____________________________________________________________________

______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician’s Name (please print):  ___________________________________________________

Physician’s Signature:  ________________________________________  Date:  _____________
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