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PARENT/GUARDIAN RELEASE OF MEDICAL INFORMATION 

Physician Verification for Homebound Hospitalization  

STUDENT’S NAME: ____________________________________ BIRTH DATE:  ______________________

STUDENT’S ADDRESS:  ______________________________________________________________________

                                          STREET

CITY

STATE


ZIP

PRIMARY/CONTRACTED PHYSICIAN’S NAME: _______________________________________________

PRIMARY/CONTRACTED PHYSICIAN’S ADDRESS:  ___________________________________________

                                                                                                                  STREET

____________________________________________________________________________________________              

                      CITY                    


STATE                   



ZIP

Verification To be Completed by the Student’s Primary Physician

RATIONAL FOR RECOMMENDATION  ____________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

 LENGTH /DURATION OF CONFINEMENT RECOMMENDED:

 FROM  _____________TO _____________* 



Date

Date 

*R 340.1746 requires a physician’s verification of anticipated duration of confinement to provide homebound/hospitalized services.   

____________________________________________________________
___________________________
                          PHYSICIAN’S SIGNATURE



                        DATE

____________________________________________________________
___________________________
                         PHYSICIAN’S PRINTED NAME



           SPECIALTY AREA 
             
�


Special Education Services


46 North Jackson Street


Sandusky, Michigan 48471


810-648-2200
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