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Every child is a work of art.
Create a masterpiece.




                                 


REFERRAL for Supplemental Tutoring 

(for patients who miss at least 15 – 20 days of school/year due to chronic illness)
Fax this Referral to:  RCSD Home / Hospital Tutoring

Attention:  Brenda Ellison

Fax #:  585-324-9931

Phone #:  585-454-1095 Ext. 4120

Date of Referral: _________________________________________________________

Student’s Name: __________________________________________________________

Student’s DOB:  __________________________________________________________

Home Address:  __________________________________________________________

Phone Number:  __________________________________________________________

Parent Name:  ____________________________________________________________

School/Grade: ___________________________________________________________

Student Diagnosis:  _______________________________________________________

Comments (i.e. why referral is being made, why the student qualifies from a medical standpoint, physical limitations, etc):  ______________________________________________________
______________________________________________________
____________________________________________________________________________________________________________

______________________________________________________
______________________________________________________
Requested Start Date:  _______________     Estimated End Date:  __________________

Referring Health Care Provider:  ____________________________________________

Name of Practice:  ________________________________________________________

Address:  _______________________________________________________________

Phone #:  _______________________________________________________________

Fax #:  _________________________________________________________________
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