Alpine School District
Student Information / Physician’s Statement

Student’s Information

Student’s Name: DOB: / /
Address: City:
Cell Phone: Home Phone:

Parent(s)/Guardian(s) Name(s):

| understand that the Student Services department may request a review of the information

provided on these forms a local health professional. | hereby authorize Alpine School District
Student Services to have access to any and all pertinent information regarding this request.

Parent/Guardian Signature: Date: / /

STATEMENT OF PHYSICIAN
This section to be filled out by a qualified, licensed MEDICAL PROFESSIONAL.
Please provide as much detail as practical to the questions below.

1. What is the medical diagnosis requiring Home & Hospital services?

2. If the child’s iliness is contagious, will the teacher’s health be at risk?

3. What is the length of time Home & Hospital services will be required? (Student must be
reevaluated at least once per semester)

4, Additional Comments:

Date: / /

Physician’s Printed Name and Signature Phone Number
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