

Camden County Educational Services Commission    Revision Date______
Request for Summer Special Education Transportation
EMAIL to: CCESCAPP@camdenesc.org

APPLICATION SHOULD BE FILED AT LEAST ONE WEEK BEFORE TRANSPORTATION IS EXPECTED TO START
Summer transportation

____________________________________ Board of Education is requesting transportation for

Pupil Last Name:____________________________		Date of Birth:___________________

Pupil First Name:____________________________		Grade:____________

State ID:____________________		

Street Address:_________________________________________________________________

City:_____________________________				Zip Code:_______________

Guardian Name:________________________________	Phone Number:________________

Emergency Contact Name and Phone Number: ______________________________________________________________________________

School Attending:___________________________________________

School Address:____________________________________________

School Hours:________________________        School Phone Number_____________________

Date to Begin____________________________________

SPECIAL REQUIREMENTS

Please check any of the following required for transportation

____Wheelchair Lift   ___Carseat   ____Harness   ____Air Conditioning

Other/Notes___________________________________________________________________

Please state any medical/physical conditions to consider for transportation
____________________________________________________________________________________________________________________________________________________________

Does the student experience seizures?	____Yes	_____No
If yes, a current seizure action plan will need to be submitted before transportation will begin

Does the student require any of the following
	
Shared Aide__________
	
1 on 1 Aide___________
	
School/District Supplied Aide__________________
		
Aide name and contact number _______________________________________
	
District supplied Nurse __________________
		
Nurse name and contact number ______________________________________
	
Will the nurse stay at school with the student _______Yes    _____No

NOTE: When this application is accepted, transportation will be arranged in accordance with the Commission’s policy to apportion cost on a monthly basis. YOUR DISTRICT WILL BE BILLED ON THIS BASIS UNTIL WRITTEN NOTIFICATION TO CANCEL THIS REQUEST FOR TRANSPORTATION IS RECEIVED BY THE COMMISSION.

District Signature________________________________	Date______________________

Printed Name___________________________________

For Commission Use Only

Date Received: __________________________________


Assigned Route:_______________________


Contractor:____________________________


____Jointure			_____Need to Quote


Completed by _________________________



