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PHYSICIAN VERIFICATION FORM

      (NOTE: Provision of incomplete information below may delay application process)
Part I: To be completed by the School’s HHIP Designee

Name of Student: _______________________________Telephone: _______________________

School: _______________________________________________    Grade: _________________

Date Parent Received Form: __________________   Date Designee Received Form: _____________ 

School Staff who Received Form: _________________________________________________________
Part II:  To be completed by a licensed physician or psychiatrist

Before initiating Home/Hospital Instruction services, we must obtain written verification of the physical or psychiatric condition from a licensed physician or psychiatrist.  The licensed physician or psychiatrist must verify that the student meets the criteria for eligibility.

Yes     No         

Is the student under medical care for illness or injury which is acute, catastrophic, or chronic in nature?

Is the student expected to be absent from school due to a physical or psychiatric condition for at least 15 consecutive school days, or due to a chronic condition, for at least fifteen (15) school days which need not run consecutively?

Is the student confined to the home or hospital (facility)?

Is the student well enough to participate in and benefit from an instructional program?

Can the student receive instructional services without endangering the health and safety of the instructor or other students with whom the instructor may come in contact?

RECOMMENDED SERVICE DELIVERY MODE (please select one below):


_____ Full-time Hospital/Homebound - Student is UNABLE to attend ANY portion of the school day

_____ Part-time Hospital/Homebound-Student is ABLE to attend a partial school day/week 

( ____ hours per day) or ( ____days per week)
 _____Attend school on non-consecutive days based on chronic condition

PART III: Physician Treatment Plan

1.  Please indicate the student’s diagnosis:____________________________________________

2. Explain in detail how the physical or psychiatric condition you have diagnosed will significantly limit the child’s ability to receive educational benefit in the regular school setting.  In what way(s) would the child’s ability to function in the school setting be jeopardized?

3. Describe your treatment plan for the child (include the frequency and duration of the treatment for psychiatric conditions.)

4. List any medication(s) the child is taking and explain the effects, if any, the medication(s) may have on the child’s ability to achieve educational benefit in the school setting.

5. Pregnancy Only—Please provide the Expected Date of Delivery: ____________________. 
Is the student on bed rest?   ( Yes
(  No

HHIP will provide instruction for 6 weeks (regular) or 8 weeks (cesarean) after delivery. 

6. Date to begin HHIP: ________________ Date student is to return to school: ________________
Physician’s Certification:  I certify that this student is under my care and treatment for the aforementioned illness.  My recommendation has been made on the medical needs of the patient. 

This certifies that this treatment plan is medically necessary.  Must be completed by the treating physician or psychiatrist.

Continuation of service beyond 60 calendar days, including emotional conditions requires written re-verification and a medical review.   A new Physician’s Verification Form must be submitted to the HHIP Office prior to the expiration of the 60 calendar days
______________________________    ______________________________   _______________

             (Print) Physician’s Name                    
Physician’s Signature                                     Date

_________________________________    ________________________________     ________________



Address


           Telephone 


License #
*PHYSICIAN SHOULD FAX COMPLETED FORM TO (202) 654-6020*

1200 First Street, NE | Washington, DC 20002 | T 202.442.5885 | F 202.442.5026 | dcps.dc.gov
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