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PHYSICIAN/MEDICAL PROVIDER VERIFICATION 
(NOTE: Provision of incomplete information below may delay application process) 

 

Student Information: 

 

Name: _______________________________________ DOB: ________________ Telephone: ____________________ 

 

DC Public School (DCPS): __________________________________________ ___________ Grade: _________________ 

 

Instructions: 

The DCPS HHIP Physician/Medical Provider Verification form should be completed when a student is medically confined to the home 

and/or hospital, and the medical concern prevents the student from participating in the day-to-day activities at home or school. The 

HHIP team collaborates with the school team to implement a plan of support that works towards transitioning the student to school. 

HHIP’s goal is to have the student transition to school within 60 days. 

 

The treating physician/medical provider for the confining diagnosis, including a licensed nurse practitioner, clinical psychologist, 

mental health counselor or therapist, or physician assistant, should complete the following section. We will contact the 

physician/medical provider with follow-up questions for clarity.  

 

1. Please indicate the student’s diagnosis. 

 

 

 

 

 

 

 

 

 

 

2. Does the above-listed medical diagnosis prevent the student from leaving the home or hospital?              

Yes             No 

 

 From what date has the medical diagnosis prevented the student from leaving the home or hospital?    

 

DATE: ________________________________ 

 

3. Is the student well enough to participate in and benefit from an instructional program?              Yes  No 

 

4. Is this a chronic issue that may intermittently impact the student’s ability to be in the regular school setting? 

Yes             No 

 

 Frequency of crises that requires hospitalizations or 3 or more consecutively missed days of school:  

 

 

5. What is the date of your most recent appointment with the student?    DATE: ________________________________  

 

6. How often do you see/treat the student for the above-mentioned diagnosis?     _______________________________  

Home and Hospital Instruction 

Program (HHIP) 
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7. Can the student attend school with accommodations?             Yes               No          

If yes, what accommodations would be beneficial to the student? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

8. Please explain how the above-listed diagnosis medically confines the student to the home and how it will significantly limit 

the student in the regular school setting if the student is unable to transition to school with accommodations? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

9. Describe the treatment plan for the student – frequency and duration of the treatment, specific strategies being 

implemented to support the student’s transition back to school, timeline to transition to school, etc. 
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10. List any medication(s) the student is taking and explain the effects, if any, that the mediation(s) may have on the student’s  

ability to achieve educational benefit in the school setting. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

11. Psychological/Mental Health Cases ONLY 

Name of treatment program: _________________________________________________ _________________ 

Inpatient?   

     Admission Date: _______________________________________________  

Partial-hospitalization Program?  

     Days: ________________________      Start Time: _____________________End Time: ______________________  

Intensive Outpatient Program? 

      Days: ________________________      Start Time: _____________________End Time: ______________________ 

 

12. Pregnancy ONLY  

 

Expected Delivery Date: ______________________________________ 

 

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

 

(*Note: Students’ maternity leave and HHIP services will begin on the delivery date unless they are admitted due to 

pregnancy risks.*) 

 

 

 

13. Recommended date to begin HHIP: ________________________________________  

14. Recommended date to return to school: ____________________________________  
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Physician/Medical Provider’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. It MUST be completed by the treating physician/medical provider. 

 

Continuation of service beyond 60 calendar days, including emotional conditions, requires written re-verification and a medical 

review. A new Physician/Medical Provider Verification Form must be submitted to the HHIP Office prior to the expiration of the 60 

calendar days. 

 

 

 

_____________________________________    _____________________________________    _____________________ 

  (Print) Physician/Medical Provider’s Name            Physician/Medical Provider’s Signature                               Date  

 

 

 

License #: ______________________________________________________ 

 

 

Hospital/Clinic: ______________________________________________________ 

 

 

Phone Number: ______________________________________________________ 

 

 

Email Address: ______________________________________________________ 

 

 

Best time to contact: ___________________________________________________ 

 

 

 

*Completed forms should be faxed to 202-654-6020* 

 

 

 

 

 

 

PRIVACY: In accordance with the Family Educational rights and Privacy Act (FERPA) and the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA) DCPS ensures that education records, including health records, are not released to third p arties 

outside of emergency circumstances or consent from the parent/guardian. This form will only be accessed by staff either directly 

involved in deciding about a student’s placement or directly involved in administering education services to the student. Thi s form 

may be shared with school nurses, physicians, and health care providers for treatment purposes only. If there is an emergency 

threatening the student’s safety this information may only be shared with individuals whose knowledge of these records will a ssist in 

protecting the student or others from the threat. 

  

 

 


