Paterson Public Schools

DICA ST FOR OUT-OF-SCHOO C

10

Section A = 79 be complered by Schoo! Nurse

STUDENT INFORMATION

Student’s Name [Student’s School Student’s D.O.B.
Student’s Home Address Grade Level Local ID#
Name of Student’s Parent /Legal Guardian
[EP: O Yes O No
= _ IELL: O Yes O No
Primary Telephone Number of Parent/Legal Guardian 504: [ Yes O 1
Socutnsy Telephnne Nurber of Phosat Legd St Date Form Given to Parent Date Form Returned By Parent

Section B — # be completed by Student’s Physician

**Physician must provide a blank prescription form, which should be marked “VOID” and attached to this request

form**

Medical Determination: Health condition or needfor treatment that precludes the student’s Begin Date End Date
participation in their usual education setting,

Duration of time in which the student’s

bealth condition or need for treatment is

anticipated to require confinementin an

out-of-school setting.

Is Student currently hospitalized? [0 Yes O No By signing below, I certify that this student is under my medical

care for the medical condition described above. I further certify
that the extent of this medical condition is preventing this
student from attending school for the duration indicated above.

Hospital Nawe: Printed Name of Student’s Physician Dare

| Admission Date: Signature of S tudent’s Physician

Section C — /o be completed by School Physician

APPROVAL OR REASON FOR DENIAL
IBEDSIDE INSTRUCTION APPROVED O Yes O No
If Applicable: Duration of time for which School Physician’s approval is granted, Reason (5) for Denial
INOTE: duration cannot exceed (60) sixty days.
Begin Date End Date

Printed Name of Schood Physician Date Signature of School Physician Date

Medical Home Instruction Request—revised 8/2017




