

		5-D2
(School letterhead)

Physician’s Statement


(Required for Homebound/Hospitalized Instruction)

I certify that student, ______________________________________ has the following medical
condition, ______________________________________, which requires the pupil to be hospitalized or confined to his/her home during regular school hours. It is expected that hospitalization or confinement to home will extend for a period of longer than five (5) days. This medical condition does not restrict this child from receiving instruction at the hospital or home provided by (district name), subject to the following restrictions and for the probable length of time stated.
Examination date: ________________________
Probable length of confinement to home or hospitalization: _________________
Restrictions, if any: ________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
_____________________________________ __________________________________________
Signature of Physician (D.O. or M.D. only)		Office Street Address
_____________________________________ __________________________________________
Print Name 						City
_____________________________________ __________________________________________
Date 							Office Phone



