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Appeal Form
OSD Highly Capable Services
WAC 392-170-076

Student’s Name: _____________________________________________________ Grade: __________
School: _____________________________________________________________________________
Parent/Guardian: ______________________________________________________________________
Address: ____________________________________________________________________________  
Phone (H) _________________________________(C) _______________________________________

Reason(s) for appeal:   	 	 	 	 	 
_____________________________________________________________________________________
_____________________________________________________________________________________
  	 
 	 	 	 	 	  	 	 



 (Parent/Guardian Signature)                                                                                     (Date) 
 

The appeal request and supporting evidence must be submitted to your student’s school within ten school days of receiving the committee’s decision.  Review of the student’s file, assessment data, and additional evidence provided in the request for appeal will take place at that time.   
   
A decision will be made within 35 school days after receipt of the written request for reconsideration.  The parent/legal guardian will be notified of the decision in writing.  The committee’s decision is final. 

image1.png




