Christian County Schools

Department of Special Education

200 Glass Ave. / P O Box 609

Hopkinsville, KY 42241

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


RE:  __________________________


Date:  __________________
Date of Birth:  __________________
Dear Physician:

The Christian County 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 a Hearing Impairment.  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?

          _____________  A hearing loss of twenty-five (25 dB or greater through the                

                                      speech frequencies of 500, 1000, 2000 Hz in the better ear.

          _____________  Deficits in processing linguistic information through hearing.

What is this student’s medical diagnosis?  ____________________________________  ____________________________________________________________________________________________________________________________________________
How do you think the diagnosis will affect this student’s educational performance? 

____________________________________________________________________________________________________________________________________________

What are your recommendations as to the type and extent of services needed by this student including any environmental modifications and/or limitations? _______________
____________________________________________________________________________________________________________________________________________

Signature of Physician  ______________________________  Date  _______________
