Christian County Schools

Department of Special Education

200 Glass Ave. / P O Box 609

Hopkinsville, KY 42240

270-887-1314  Fax:  270-887-1316


RE:   ___________________________



Date:  ____________
Date of Birth:  ____________________
Dear Physician:

The Christian County School System is currently reviewing the records of the above student in order to make a determination of his/her need for special services.  Specifically, we are trying to determine whether this student meets Kentucky State Regulations for qualification as a student with Orthopedic Impairment or Physically Disabled.  As a part of the decision making process, we are required to have information from a licensed physician.  Below, you will find a signed parent release of information along with a few questions, which need to be answered before we can make a determination of this student’s ability to qualify for any special services.  Your cooperation in this matter is greatly appreciated.
______________________________________________________________________________________

Date:  ____________________
I ____________________________ certify that I am the parent/guardian of the above mentioned student and agree to the release of the following information to Christian County Schools.
Name of Physician  _____________________________________  
Address of Physician  ____________________________________________________
Parent/Guardian Signature  _________________________  Relationship  __________________
MEDICAL INFORMATION (to be completed by physician)

Does this student have an existence of a severe orthopedic or physical 

impairment or a physical disability caused by congenital anomaly,

disease, injury, or accident?






YES         NO
This student has a medical diagnosis of ______________________________________
Does this diagnosis impact the impairment on fine and gross motor, 

locomotion, physical education and academic performance?                       YES        NO
Do you feel that this condition will adversely affect the child’s ability to

benefit from regular education classes without the use of supplementary 

aids and services? 







 YES        NO

Comment:

Signature of Physician __________________________________                Date  _______________








                                   
