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Please provide the required documentation for the student listed below to be placed on an IEP reduced school day schedule at the school district listed below. If this information is not provided on this form, please follow the requirements listed below.

1. Documentation must be signed by a licensed M.D., D.O., or a physician assistant.  Electronic signatures are not acceptable.
2. Signature must be accompanied by the printed or type name of the person signing and should include their credentials.  
2. The document must state why the reduced schedule is required (medical condition, emotional condition).

Student’s name: _______________________________________ Date of Birth: ____________________

School District requesting: ___________________________________________________

Due to the following medical or emotional condition, ________________________________________, 
    (list the medical or emotional condition above)

it is my recommendation the above mentioned student be placed on a reduced school day schedule.  

The student’s reduced day schedule will be as follows: ________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
(Example: Student will attend 3rd - 7th period daily, student will attend 1st – 5th period daily, etc.)

This IEP reduced school day schedule will be in effect for the following time frame: 

													
(Specify above the length of time. Example: in effect for the entire 2019/2020 school year)


__________________________________________	________________________
(Physician’s signature)						(Date)

________________________________________	
(Print signing physicians name and credentials)


Address of Physician:	________________________________________________
			
			________________________________________________

Phone number:		________________________________________________
