r)ﬁ) DISTRICT OF COLUMBIA Home and Hospital Instruction
1
) Program (HHIP)

Office of Teaching and Learning

PHYSICIAN/MEDICAL PROVIDER VERIFICATION — Mental Health ONLY

(NOTE: Provision of incomplete information below will delay application process)

Name: DOB: Telephone:

DC Public School (DCPS): Grade:

Instructions:
If the student’s diagnosis is not related to mental health, STOP! This is not the correct DCPS HHIP Physician/Medical Provider
Verification form.

When a DCPS student is diagnosed with mental health issues, the HHIP office will collaborate with the school team to support the
student with their transition to school. Students with mental health issues must transition to school within 60 days.

The treating physician/medical provider must complete the following section regardless of the student’s ability to access the
education. We will contact the physician/medical provider with follow-up questions to assist us in determining the student’s

eligibility for HHIP services.

1. Please indicate the student’s diagnosis.

2. Is the student currently confined to the home or hospital due to the above-listed diagnosis? [] Yes [ No

From what date has the student been confined to the home or hospital? DATE:

3. Isthe student well enough to participate in and benefit from an educational program? [] Yes [] No
4. Isthe student in an inpatient program? [] Yes [ No

Name of program:

Admission Date:

5. Isthe student attending an IOP or PHP? [] Yes [ No

Name of program:

Admission date for IOP/PHP? Date:

When does the IOP/PHP meet? Days/Time:
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6. What is the date of your most recent appointment with the student? DATE:

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

8. What does the student’s day currently consist of — does the student sleep most of the day, is the student doing only (or
mainly) preferred activities, is the student following a structured routine, etc.?

9. Describe the treatment plan for the student — specific strategies being implemented to transition the student back to
school, goals, timeline to transition to school, etc.

10. Is the student compliant with the treatment plan? [ Yes 1 No
11. Is the student compliant with medication?  [] Yes [] No

12. 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.

13. Recommended date student is to return to school:
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Physician/Medical Provider’s Certification: | 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 requires a written request. A new Physician Verification Form must be submitted
to the HHIP Office prior to the expiration of the 60 calendar days and include a letter explaining why an extension should be
considered. The letter should include the following:

e The progress the student has made with the current treatment plan

e  Updated transition-to-school plan, including new goals

e Goal date to transition to school

e Next steps if the student does not transition to school

e Any issues with compliance with the plan and medication

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

License #:

Hospital/Clinic:

Phone Number:

Email Address:

Best Time to Contact:

*Fax completed forms 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 parties
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. This 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 assist in
protecting the student or others from the threat.
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