Removal of Student from Instructional Setting by Medical Provider

In an effort to support student success and meet New York State Educational requirements for student attendance, the school district requests this form be filled out by the student’s medical provider when requesting a student removal from regular school attendance.

	Patient’s Name:
	
	DOB:
	


	Date of Exam:
	


Medical and/or Mental Health Diagnosis:

	

	


Recommendation:
 □  Part Time Enrollment 
□  Tutoring

	May return to school on this date:
	

	Anticipated re-evaluation date:
	


List any activity you feel would be beneficial to the student’s recovery process:

	

	


List any restrictions:
	

	


	Date of follow up and with whom:  
	


	Parent’s Signature:
	
	Date:
	


(Permission for physician to complete this form and submit to the appropriate school district)

	Provider’s Signature:
	
	Date:
	


	Provider’s Address:
	
	Telephone #:
	


If a treatment plan has been developed, please attach and include anticipated systematic re-integration.  If not, please identify the medical provider responsible for providing treatment.  
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