Rev. 01 – 2002
PHYSICIAN’S CERTIFICATION FOR HOME INSTRUCTION

Logan-Hocking Local School District  

2019 E. Front Street

Logan, OH 43138

SECTION I
Date:      
Student:       
I.D. #:       
D.O.B.:       
Address:       
City:      
 , OH
Zip:      
Parent(s):       
Phone:       
Grade:         

Counselor or Elementary Teacher:       
-----------------------------------------------------------------------------------------------------------------------------------

SECTION II
THIS SECTION IS TO BE COMPLETED BY THE ATTENDING PHYSICIAN

Will the student’s physical condition permit regular school attendance?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If “no”, please indicate specifically the explanation of the handicapping condition which will not permit regular school attendance.

	     


The above named student will be able to return to school on this date:       
I certify that the above information pertaining to this student,       
, is correct and that he/she is unable to attend school for the specified period.

_______________________________________________

___________________

Physician’s Signature






Date

     












Physician’s Name (Please Print or Type)



     


Address

     
     
     
City




State


Zip

Phone:       





----------------------------------------------------------------------------------------------------------------

SECTION III
Please return this form to:
     
Logan-Hocking Local School District


2019 E. Front Street


Logan, OH  43138


Phone:  (740) 385-8517   Ext. 2730


Fax:  (740) 385-3683 








