Los Angeles Unified School District

Division of Special Education
EARLY CHILDHOOD SPECIAL EDUCATION
333 South Beaudry Avenue, 17th Floor
Los Angeles, California 90017

Telephone: (213) 241-4713  Fax: (213) 241-8932

MEDICAL REFERRAL AND CLEARANCE FOR HOME INSTRUCTION

PRESCHOOL AGE STUDENTS
	The California Education Code §44873 requires that a licensed California physician file a statement which includes a medical diagnosis and rationale explaining the extent that the student is unable to attend classes on any school campus.  If impossible or unadvisable that the child listed below be excluded from school at this time please complete this form entirely and return to the district staff member listed below or fax to 213-241-8932 Attention: Amy Allina-Chambers.

	District Staff:
	     
	email:​​​​​​​​​​​​​​​​​​​​​​
	     


Student Information:

	Name:
	     
	DOB:
	      /   /    
	Sex:
	M   FORMCHECKBOX 
     F   FORMCHECKBOX 


	Parent/Guardian:
	     
	Phone:
	     
	Phone:
	     

	Language:
	     
	Email:
	     



To be completed by Physician:

	1.
	1. Is the student medically capable of attending classes on a school campus now?     

	
	Yes  FORMCHECKBOX 
  (complete 2, 4-6)     No  FORMCHECKBOX 
 (complete 3-6)

	2.


	If yes, student is medically capable of attending school, please note any restrictions (i.e. use of stairs, bathroom needs, length of day, etc.):

	
	     

	

	3.
	If no, Please complete the following:


	
	Summary of Medical Problem/Diagnosis:

	
	     

	
	

	

	
	Medical rationale for exclusion from school:

	
	     

	
	

	4.
	Is student contagious?     Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 



5. Estimate date student may return to a school campus, if unknown use date 1 year from current date:                                                                  /   /     (form is invalid without a date entered here)
	6.
	Licensed Health Care Provider Signature
	
	Date:
	     

	
	Printed Name:
	     
	

	

	
	Address:
	     
	Phone:
	     
	Fax:
	     

	
	
	
	
	
	

	
	City:
	     
	Zip:
	     
	


PARENT/LEGAL GUARDIAN AUTHORIZATION TO RECEIVE/RELEASE MEDICAL AND ACADEMIC INFORMATION AND TEMPORARY TRANSFER OF EDUCATIONAL DUTIES:





Parent Signature:����������������_________________________________    Date:������������������������________________________









