EC-45

VISUAL IMPAIR

Christian County Board of Education

Special Education Department

200 Glass Avenue

Hopkinsville, KY 42240

270-887-1314  FAX: 270-887-1316

DATE _________

RE: __________________________

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 Visually Impaired student.  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 information to Christian County Schools.

Physician’s Name: _______________________________

Physician’s Address: _____________________________

Parent/Guardian Signature: _________________________ Relationship: __________________

MEDICAL INFORMATION (to be completed by the physician)

This child has:

_________ Visual acuity even with prescribed lenses is 20/70 or worse in the better eye.

_________ The visual acuity is better than 20/70, and the child has any of the following conditions.

_________ A medical diagnosed progressive loss of vision.

_________ A visual field of 20 degrees or worse.

_________ A medically diagnosed condition of cortical blindness.

_________ A loss of functional vision.

_________ None of the above.
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What is the student’s medical diagnosis? ____________________________________________________________________________________________________________________________________________________________

How do you think the diagnosis will affect this student’s education performance? ______________ ______________________________________________________________________________

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

Signature of Physician _____________________________ Date ____________________

