STUDENT TRANSFER REQUEST ADDENDUM
STUDENT HEALTH INFORMATION

PartI: TO BE COMPLETED BY THE PARENT/GUARDIAN

Student Name: School Year of Transfer Request:
Student Address:
Assigned School: Requested School:

Part II: TO BE COMPLETED BY A PHYSICIAN, LICENSED CLINICAL PSYCHOLOGIST, OR
PSYCHIATRIST

The above-named student has requested a transfer of schools based on a physical or psychological reason. Please
assist staff in making a determination by completing the questions below as applicable to this student, providing
sufficient details to allow staff to make a decision. A medically-related transfer shall not be considered unless this
form accompanies the transfer request.

Reason for Original Referral: Date of Referral:

Current Diagnosis (please use diagnosis applicable to DSM or CPT codes):

Treatment Plan and Prognosis:

How would a transfer to the aforementioned requested school assist the student and you in working towards your
treatment goals?

Name of Medical Professional Completing this Form:

Address:
Telephone Number: Fax Number:
Signature: Date:

Has the parent signed a release for you to consult with Office of Student Services Staftf? |:|Yes [] No

CCSS_26-27 STUDENT HEALTH INFORMATION FORM_English



FERZFRBEHRNGEZEREER

FIHD  BRK/BRFAEE

FHEHS HRFEFRE
S
DECRRIZER BIEFR ¢

F &y AEE - FERKOEZRIBHRELERE

Pt EREE OBRERPIBERS - BN TFAZRBEZFENERBERES NOA -
MBTEARMERTE - BRIFEZPBERAURE - SNSETHRNEZFEHATER -

HREEBHER

RENRE : BAHE

SRl (1BEA™SE DSM 5 CPT K130 ) -

ARG

BFE LRI FRORF OB FEMGLINET BAR ?

HRERNEFTWARES !

jriLh |

BIESH EESH :

o HER -
EREEEEEENS B OFERINHAZEIFAR? = Q&

CCSS_26-27 STUDENT HEALTH INFORMATION FORM_Chinese




	26.27 STUDENT HEALTH INFORMATION FORM (1)
	26.27 STUDENT HEALTH INFORMATION FORM_Chinese (2)

