
Cleveland City Schools
Medical Information

 FORMCHECKBOX 
 AUT        FORMCHECKBOX 
 EMD        FORMCHECKBOX 
 OHI        FORMCHECKBOX 
 OI        FORMCHECKBOX 
 TBI
PHYSICIAN:  This student is being evaluated by       Schools to determine if additional educational services are needed due to a possible medical condition that might significantly impact school performance.  We are considering a possible disability as checked above in one of the following disability categories: Autism, Emotional Disturbance, Other Health Impairment, Orthopedic Impairment, or Traumatic Brain Injury.  The Disability Eligibility Standards for each can be reviewed on the web at http://state.tn.us/education/speced/seassessment.shtml#INITIAL. The information below is a necessary part of the evaluation to help the IEP Team determine whether or not the student requires in-class interventions, direct or related services in Special Education and/or other services in order to progress in the general curriculum.

Student: _____________________ Birth Date: _________________ School: __________________
Parent(s): __________________________________ Address: _________________________________
Date of Evaluation/Examination: ___________________________

Check below if you have diagnosed the student with any of the following:

(  Autism Spectrum Disorder – Impressions/information that might help rule out or confirm diagnosis
Describe/Specify: __________________________________________________________________
(  Emotional Disturbance – Include and physical conditions ruled out as the primary cause of atypical behavior and Psychiatric Diagnosis
Describe/Specify: __________________________________________________________________
(  Orthopedic Impairment – The impairment will primarily impact (please circle):
                  mobility          daily living          other

Describe/Specify: __________________________________________________________________
(  Other Health Impairment (please circle one)

ADHD-Primarily Inattentive   ADHD-Primarily Impulsive/Hyperactive   ADHD-Combined   Other Medical
Describe/Specify: __________________________________________________________________
Special health care procedures, special diet and/or activity restrictions:

________________________________________________________________________________
(  Traumatic Brain Injury   Specify: _____________________________________________________

The injury causes the following impairment(s) (please circle)

physical          cognitive          psychosocial          other

Describe/Specify: __________________________________________________________________
________________________________________________________________________________
General Health History and Current Functioning: ______________________​​______________________

___________________________________________________________________________________

___________________________________________________________________________________

Diagnosis/Etiology: ___________________________________________________________________

Prognosis: __________________________________________________________________________

Medications: ________________________________________________________________________

How does this medical or health condition impact school behavior and learning?

___________________________________________________________________________________

___________________________________________________________________________________

Recommendations: ___________________________________________________________________

Does the student have any other medical condition or disorder that could be causing the educational and/or behavior difficulties?   ( Yes   ( No    If yes, explain ___________________________________

___________________________________________________________________________________

Physician’s Name Printed: ______________________________________________________________
Address: ____________________________________________________________________________
Physician’s Signature: ________________________________________    Date: __________________
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