
Student name:  (please print)________________________________________ Date:_____________________________ 
For the current treating healthcare provider to complete: 
1. Diagnosis: Please list all relevant diagnoses. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
a. Approximate onset of diagnosis 

· Child- approximate age:________________ 

· Adolescent – approximate age: ________________ 

· Adult-approximate age: ________________ 
b. Date of your last clinical contact with student:_________/_________/________ 

2. Evaluation 
a. How did you arrive at this diagnosis? 

· Medical evaluation 

· Structured or unstructured interviews with student. 

· Interviews with other persons (i.e. parent, teacher, therapist). 

· Behavioral observations. 

· MRI 

· Neuropsychological testing. Attach documentation. 

· Psychoeducational testing. Attach documentation. 

· Other exam: Specify _________________________________________
b. Current treatment being received by student: 

· Medication management: 

Current medications: _______________________________ 

· Physical/Occupational therapy 

Frequency: _______________________________________ 

· Other (please describe): _________________________________ 

c. Severity of symptoms: 

· Mild 

· Moderate 

· Severe 

d. Prognosis of disorder: 

· Good 

· Fair 

· Poor 

3. Functional Limitations Y  N If yes, please describe: __________________________________________________ 
_________________________________________________________________________________________________ 

a. Please describe in detail any functional limitations that fall into the significant range. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

b. Please list current medications and treatment history. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

c. Special considerations, e.g. medication side effects: 

_________________________________________________________________________________________________
	Traumatic brain injury is evidenced by information that indicates an open or closed head injury resulting in an impairment in one or more of the following areas (check all that apply) 

	_______ Cognition 
	_______ Judgment 

	_______ Language 
	_______ Problem solving 

	_______ Memory 
	_______ Sensory, perceptual, motor abilities 

	_______ Attention 
	_______ Psycho-social behavior 

	_______ Reasoning 
	_______ Physical functions 

	_______ Abstract thinking 
	_______ Information processing and speech 


4. Coexisting Conditions 
Please provide details about any coexisting psychiatric conditions. 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Thank you for your help in providing this information. Please complete the provider information below. This form should be signed and returned to the address/ fax number shown above.


Provider Information 
I certify, by my signature below, that I conducted or formally supervised and co-signed the diagnostic assessment of the student named above. 

Signature: ___________________________________________________________ Date: ________________________ 

Print Name and Title: _______________________________________________________________________________ 

Address: _________________________________________________________________________________________ 

Phone: ______________________________________Fax:______________________
T.B.I. Doctor’s Verification Form





Please Complete This Form, Sign, and Return To:


Kentucky School for the Blind


1867 Frankfort Ave


Louisville, KY 40206


Phone: 502-897-1583 or Fax: 502897-2850








PLEASE NOTE: To provide documentation of a TBI the diagnosing professional must be a physician, neurologist or other medical specialist with experience and expertise in the area related to the student’s disability should make the diagnosis. 











