PHYSICIAN’S DECLARATION OF MEDICALLY FRAGILE STUDENT
Criteria for Medically Fragile Eligbility:

1) Are frequently absent from school, and their absences are directly related to their severe or life threatening physical condition.

2) Qualifies for special education in one of the existing categories of disability or considered disabled under Section 504

3) A medically fragile student is one whose illness frequently places him/her in life threatening situations.

4) In addition, he/she may be technology-dependent for life support systems, i.e., tracheotomy, gastrostomy, etc.

Student’s Name: _______________________________________   DOB: __________________

Diagnosis: _____________________________________________________________________

Comments regarding physical appearance/condition: ___________________________________ ____________________________________________________________________________________________________________________________________________________________

Allergies: ______________________________________________________________________ ______________________________________________________________________________

Seizures, neurological, retardation, other such information: ______________________________ ____________________________________________________________________________________________________________________________________________________________

Additional medical information (communicable diseases): _______________________________ ____________________________________________________________________________________________________________________________________________________________

Medication: ____________________________________________________________________ ______________________________________________________________________________

Restrictions: ___________________________________________________________________ ______________________________________________________________________________

Is this condition frequently life-threatening?: ____________________________________________________________________ ______________________________________________________________________________

Does this student’s health problem significantly affect attendance?     _____ Yes   _____ No

Explain: _______________________________________________________________________ ______________________________________________________________________________
How much would you expect this student to miss due to this chronic illness? ________________ ______________________________________________________________________________
__________________________________________________

___________________

Physician’s Signature






Date

__________________________________________________

___________________

Address







Telephone
Adopted Dec 2009
AUTHORIZATION TO USE OR DISCLOSE

PROTECTED HEALTH INFORMATION

Student Name: __________________________________
Date of Birth: ____________

As required by the Privacy Regulations, Iredell-Statesville Schools may not use or disclose your protected health information except as provided in our Notice of Privacy Practices without your authorization or the authorization of a Parent/Guardian if student has not reached age eighteen.

I hereby authorize Iredell-Statesville schools to give and receive my (or my child’s) Patient Health Information to the following physician(s):

________________________________________________________________________________________________________________________________________________

Patient Health Information to be disclosed: _____________________________________ ________________________________________________________________________

For the specific purpose of (describe in detail)
________________________________________________________________________________________________________________________________________________
Effective dates for this authorization: _____/_____/_____ through _____/_____/_____

This authorization will expire at the end of the above period.

I understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for reasons beyond our control (ex. Physician providing information to an insurance company to file a claim).

I understand I have the right to:

1. Revoke this authorization by sending written notice to Iredell-Statesville Schools and
    that revocation will not affect I-SS’s previous reliance on the uses or disclosure
    pursuant to this authorization.

2. Inspect a copy of Patient Health Information being used or disclosed under federal law.

3. Refuse to sign this authorization.

4. Receive a copy of this authorization.

I also understand that if I do not sign this document, it will not condition my treatment, payment, enrollment in a health plan, or eligibility for benefits whether or not I provide authorization to use or disclose protected patient health information.

_____________________________________________

__________________
Signature of Student or Parent/Guardian



Date
_____________________________________________

__________________

Witness







Date

