
2689 Hoover Ave SE
Port Orchard, WA 98366 

(360) 874-7000
Rev. 04/2024

Student Name: ________________________________________________________________________ Date: ______________________ 

School: __________________________________   Gender:  M ____ F ____       Grade: _______    DOB: ______________________ 

Parent(s)/Guardian: ________________________________________________________________________________________________ 

Home Phone: __________________________________ Parent(s)/Guardian Cell Number: _________________________________ 

Home Address: _________________________________________ Mailing Address: _________________________________________ 

Reason for Referral: ________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________
Comments: _________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________ 

Estimated Duration of Absence: _______________________________________________________________________ 

Requested By: __________________________________________________________________________________________ 

Counselor/Building Administrator: ____________________________________________________________________ 

FOR HOME HOSPITAL OFFICE USE ONLY 

Teacher Assigned: ____________________________________________________________________________________ 

Start Date: ____________________________________   End Date: ___________________________________________ 

Total Days: _____________________________________ Total Weeks: _______________________________________ 

Special Education Services: Yes _____ No _____ 

INTERNAL HOME HOSPITAL REQUEST 
Please return via email to: dodge@skschools.org 

South Kitsap School District

mailto:stewarta@skschools.org
mailto:stewarta@skschools.org
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