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LIVINGSTON COUNTY SCHOOLS
TRANSPORTATION OF EXCEPTIONAL CHILDREN

RELATED SERVICE FORM

	Student’s Name:
	DOB:

	Present School:
	IEP Start Date:

	Disability:
	Home Phone:

	Address:
	City:

	Father’s Name:
	Work Phone:

	Mother’s Name:
	Work Phone:

	Emergency Contact Person:
	Phone Number:

	Medical/Health needs during transportation:   Yes     No   

If yes, describe:



	Behavioral needs during transportation:    Yes     No

If yes, describe:



	Lift required: 

Yes    No
	Special safety equipment required: 

Yes      No

If yes, describe:




Pick up Point:_________________________________________________

Delivery Point:________________________________________________

Bus Driver: ______________________Monitor:______________________

Parent Signature: ____________________________

Transportation Representative Signature: __________________________

Date of ARC Meeting: ________________________________
If the ARC determines special transportation is required as a related service, the student’s record in Infinite Campus should reflect a T5 code under transportation. 
Form should be completed during an ARC meeting 
Review of special transportation needs should be reviewed at least annually. 
One copy must remain in the student’s Due Process folder

One copy must be given to the parent/guardian

One copy must be given to the Transportation Representative
