Date: ___________________________



Physician Questionnaire
Name: ___________________________________________________ DOB: _______________________
Address: _____________________________________________________________________________
Parent/Guardians: ___________________________________________ Phone: ____________________

1. Describe pertinent medical background, including a written diagnostic statement.



2. Describe any recommendations the school may need to consider.



3.  Describe how this disability affects the student’s education.



4.  Other comments appropriate to the needs of this student.




Attach any reports pertaining to the medical/educational needs of this student.

______________________________________________________	__________________________
Signature								Date
