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5416-F	Homebound and Hospitalized Instruction Request Form
Series 5000: Students, Curriculum, and Academic Matters
5400	Curriculum, Instruction, and Parent Involvement
5416-F Homebound and Hospitalized Instruction Request Form
Parent & Physician* Referral for Homebound/Hospitalized Services
*Physician must be an M.D. or D.O. A licensed physician assistant or nurse practitioner certification must bear the signature of an M.D. or D.O. Psychologists, chiropractors, or other professionals may not certify a person as eligible for homebound services.
	To be completed by the Parent:

		Parent Names(s):
	

	Student Name:
	
	Birthdate:
	

	School:
	

	Address:
	
	Contact Phone:
	



	Days/times during the school day when adult supervision is in the home:
	



Initial all boxes below:


☐ My child has a medical condition that prevents school attendance for any part of the school day, and I am requesting homebound services.
☐ I understand that homebound and hospitalized services are a guided self-study program designed to help my student keep up with schoolwork while my student is unable to attend school. I also understand that my student will be required to do schoolwork outside of scheduled teacher sessions to make progress.
☐ I understand that I may be required to participate in a meeting with school staff to develop the homebound program. Secondary students and students with long-term illnesses may require a schedule change or course reduction for this semester to help my student keep up with schoolwork.
☐ I understand that I will need to provide supervision during teacher interactions and support my student with learning activities outside of those interactions.
☐ I give consent for school personnel to contact my student’s physician about the student’s medical condition and my student’s continuing eligibility for homebound or hospitalized services.
	
	
	

	Parent Signature
	
	Date

	

	To be completed by the Physician*:


	Medical Condition:
	

	Reason(s) why the student cannot attend school:
	

	Probable length of time for homebound services:
	



☐ I certify that the above-named student has a medical condition that requires the student to be hospitalized or confined to the home during regular school hours for a period longer than five school days. I understand that a student who can attend school for any part of the school day is not eligible for homebound or hospitalized services.

☐ I understand that the school will provide the above-named student a minimum of 90-120 minutes of instruction per week and certify that the above-named student can participate in instructional activities while at home or in the hospital.

☐ I understand that the Parent has given consent for school personnel to contact me about the student’s medical condition and the student’s continued eligibility for homebound services.

	Print Physician’s* Name:
	
	Phone:
	



	
	
	

	Physician* Signature
	
	Date
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