JC-F3 Student Zone Transfer Student Health Form

WARREN COUNTY PUBLIC SCHOOLS
STUDENT TRANSFER REQUEST STUDENT HEALTH FORM

Part I: TO BE COMPLETED BY THE PARENT/GUARDIAN

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

Part 1l: 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 Staff? Yes No




