Physician’s Verification Form

Kentucky School for the Blind
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: 502-897-2850
Today’s Date: 



Student’s Name: 
_______________
    
Date of Birth: 


Do any of the following conditions exist?


 heart condition


 tuberculosis


 sickle cell anemia


 hemophilia


 epilepsy/seizure disorder

 rheumatic fever


 nephritis


 asthma



 lead poisoning


 leukemia


 diabetes


 acquired immune deficiency syndrome


 attention deficit hyperactivity disorder, predominantly inattentive type


 attention deficit hyperactivity disorder, predominantly hyperactive-impulsive type


 attention deficit hyperactivity disorder, combined type

 other: 











What is the exact diagnosis?
What are the general characteristics of this condition?

Is the student currently taking medication? (Please provide name, dosage, and relevant side effects)

What would be the effect of this condition on the vitality, strength, and alertness of this student?

How will this condition (and/or accompanying medications) affect his/her school performance/ attendance?  (Please be as specific as possible)

Other Comments:

Doctor’s Signature and Date



Full Name (Please Print)

Thank You for Your Time & Assistance With Respect To This Matter

