[image: ]
Series 5000: Students, Curriculum, and Academic Matters
5600	Student Support Services
5603-F-7	Section 504 Cover Letter to Physician
	To be sent on District letterhead


[Date]
[Physician’s Name]
[Medical Facility/Practice Name]
[Physician’s Street Address]
[Physician’s City State Zip]
Re:	[Student’s Full Name and Date of Birth]
Dear [Physician Name]
The above-named student is currently being evaluated by the District for the purpose of determining the student’s eligibility for services under Section 504 of the Rehabilitation Act of 1973. To be eligible under Section 504, the student must have a physical or mental impairment that substantially limits a major life activity.
Enclosed is an authorization for release of information to the District signed by the student’s parent/guardian. Please assist us with our evaluation by completing and returning the enclosed Physician’s Statement no later than [Insert date by which District requires the information].
Please submit form to:	[504 Coordinator Name]
[504 Coordinator Title]
[504 Coordinator Street Address]
[504 Coordinator City State Zip]
We appreciate your assistance in this evaluation process. Please contact me if you have any questions. Thank you in advance for your cooperation.
Sincerely,
[504 Coordinator Name]
[504 Coordinator Phone]
c: [Parent/Guardian Name]
Enclosures:	Physician’s Statement
Authorization for Release of Information
[image: ]© 2021 
image1.jpg
uchanan

GommunitySchool




image2.jpeg




