CLEVELAND CITY SCHOOLS

DOCUMENTATION OF MEDICAL DIAGNOSIS

(Other Health 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:  ​(___)______/_________

______________________________________________________________________________      

This student 

1. is in the process of evaluation for Special Education OR
2. is being reevaluated through Special Education 

due to possible health impairment that significantly impacts school performance.  The information below is necessary part of the evaluation to help the Team determine whether or not the student requires in-class interventions, Special Education, or other services to make adequate progress. 
(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 educational performance:

· Impaired organizational or work skills

· Inability to manage or complete tasks

· Excessive health related absenteeism

· Medications that affect cognitive functioning

Please provide psychological or medical reports that support the diagnosis(es), if available.

Physician’s Name (please print):  ___________________________________________________

Physician’s Signature:  ________________________________________  Date:  _____________
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