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CHRISTIAN COUNTY PUBLIC SCHOOLS

DIRECTOR OF SPECIAL EDUCATION

P.O. BOX 609, 200 GLASS AVENUE

HOPKINSVILLE, KY 42241

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 determination of his/her need for special services.  Specifically, we are trying to determine whether this student meets Kentucky State regulations for qualifications as a student with an Other Health 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.  

Other Health Impairment: The existence of a severe health impairment caused by chronic or acute health problems such as attention deficit disorder, heart condition, tuberculosis, sickle cell anemia, hemophilia, epilepsy, rheumatic fever, nephritis, asthma, lead poisoning, leukemia, diabetes, attention hyperactivity disorder, or acquired immune deficiency syndrome:

--------------------------------------------------------------------------------------------------------------------------------

I, _____________________ certify that I am parent/guardian of the above mentioned student and agree to the release of the following information to Christian County Schools. 

Name of Physician: ______________________________________________

Physician’s Mailing Address: ______________________________________   

Parent/Guardian Signature: _____________________________ Relationship ______________________

Date: _______________________

--------------------------------------------------------------------------------------------------------------------------------

Medical Information:  (To be completed by physician)

Does this student have a medical diagnosis of  ____________________________?       ( Yes           ( No

Is he/she currently on medication for this condition?                                                        ( Yes           ( No

Does this diagnosis include impairment of vitality, strength, or alertness of the child?    ( Yes           ( No

(Examples including, but not limited to: stay on task, attend to teacher instruction, 

sleepiness due to seizure activity or medication, ability to transition between classes, 

participate in physical education.)

Comments and Recommendations:

Signature of Physician_____________________________________ Date___________________________

