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Physician’s Statement
(Required for Reduced Day per IEP)
*Statement to be completed and dated prior to count day*


I certify that student, ______________________________________ is medically or emotionally incapable of attending a full day for the following reason_____________________________________. This condition does not restrict this child from receiving instruction at the school or home provided by (district name), subject to the following restrictions and for the probable length of time that a reduced day will be needed.
Examination date: ________________________ (must be dated prior to count day)
Beginning and end date of reduced day schedule: _________________
Number of class periods student can take: 				
Restrictions, if any: ________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
_____________________________________   __________________________________________
    Signature of Physician (D.O. or M.D. only)		         Office Street Address
_____________________________________   __________________________________________
                            Print Name 						City, State, Zip
_____________________________________   __________________________________________
              Date  	(Must be prior to count day)		                           Office Phone
