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*HQHUDO�,QIRUPDWLRQ

&DOLIRUQLD�(GXFDWLRQ�&RGH����������UHTXLUHV�WKDW�+RPH�+RVSLWDO�LQVWUXFWLRQ�EH�DYDLODEOH�WR�
VWXGHQWV�ZLWK�WHPSRUDU\�GLVDELOLWLHV�WKDW�PDNH�DWWHQGDQFH�LQ�UHJXODU�GD\�FODVVHV�RU�DOWHUQDWLYH�
HGXFDWLRQ�SURJUDPV�LPSRVVLEOH�RU�LQDGYLVDEOH���$�WHPSRUDU\�GLVDELOLW\�LV�GHILQHG�DV�³D�SK\VLFDO��
PHQWDO��RU�HPRWLRQDO�GLVDELOLW\�LQFXUUHG�ZKLOH�D�VWXGHQW�LV�HQUROOHG�LQ�UHJXODU�GD\�FODVVHV�RU�DQ�
DOWHUQDWLYH�HGXFDWLRQ�SURJUDP��DIWHU�ZKLFK�WKH�VWXGHQW�FDQ�UHDVRQDEO\�EH�H[SHFWHG�WR�UHWXUQ�WR�
UHJXODU�GD\�FODVVHV�RU�DQ�DOWHUQDWLYH�HGXFDWLRQ�SURJUDP�ZLWKRXW�VSHFLDO�LQWHUYHQWLRQ�´��+RPH�
+RVSLWDO�VWXGHQWV�FDQ�QRUPDOO\�EH�H[SHFWHG�WR�UHWXUQ�WR�WKHLU�UHJXODU�FODVVHV�DIWHU�WKHLU�GLVDELOLW\�
KDV�EHHQ�DGGUHVVHG�WKURXJK�PHGLFDO�LQWHUYHQWLRQ���
�
+RPH�+RVSLWDO�LQVWUXFWLRQ�LV�W\SLFDOO\�QRW�QHFHVVDU\�IRU�VWXGHQWV�ZKR�PD\�EH�DEVHQW�IRU�
EHWZHHQ�RQH�DQG�WZR�ZHHNV���,QVWUXFWLRQ�IRU�WKHVH�VWXGHQWV�XVXDOO\�EH�DGGUHVVHG�DW�WKH�VFKRRO�
VLWH�OHYHO�WKURXJK�HLWKHU�VKRUW�WHUP�LQGHSHQGHQW�VWXG\�RU�UHJXODU�FODVVURRP�WHDFKHU�VXSSRUW�ZLWK�
DVVLJQPHQWV�DQG�IOH[LEOH�WLPHOLQHV���
�

+RPH�+RVSLWDO�3URFHGXUHV
,Q�RUGHU�IRU�+RPH�+RVSLWDO�LQVWUXFWLRQ�WR�EH�FRQVLGHUHG��WKH�GLVWULFW�PXVW�ILUVW�UHFHLYH�D�
FRPSOHWHG�³5HTXHVW�IRU�+RPH�+RVSLWDO�7HDFKHU´�IRUP��DYDLODEOH�LQ�WKH�VFKRRO�VLWH�RIILFH��
VLJQHG�E\�WKH�VWXGHQW¶V�SK\VLFLDQ�LQGLFDWLQJ�WKH�W\SH�DQG�VHYHULW\�RI�WKH�FRQGLWLRQ�DV�ZHOO�DV�WKH�
DQWLFLSDWHG�GDWH�WKDW�WKH�VWXGHQW�ZLOO�EH�DEOH�WR�UHWXUQ�WR�VFKRRO���,Q�DGGLWLRQ��WKH�SK\VLFLDQ�PXVW�
QRWH�ZKHWKHU�WKH�WHDFKHU�ZRXOG�EH�H[SRVHG�WR�DQ\�FRQWDJLRXV�GLVHDVHV���$�SK\VLFLDQ
V�UHOHDVH�
ZLOO�EH�UHTXLUHG�LI�WKH�VWXGHQW�LV�JRLQJ�WR�UHWXUQ�WR�VFKRRO�HDUOLHU�WKDQ�WKH�DQWLFLSDWHG�GDWH���,Q�
DGGLWLRQ��DQ�XSGDWHG�³5HTXHVW�IRU�+RPH�+RVSLWDO�7HDFKHU´�IRUP�PXVW�EH�FRPSOHWHG�DQG�VLJQHG�
E\�WKH�SK\VLFLDQ�LI�WKH�VWXGHQW�LV�H[SHFWHG�WR�UHWXUQ�ODWHU�WKDQ�WKH�RULJLQDOO\�DQWLFLSDWHG�GDWH���$�
SK\VLFLDQ¶V�UHOHDVH�LV�QRW�UHTXLUHG�LI�WKH�VWXGHQW�ZLOO�EH�UHWXUQLQJ�RQ�WKH�DQWLFLSDWHG�GDWH���7KH�
GHWHUPLQDWLRQ�RI�ZKHWKHU�D�VWXGHQW�UHTXLUHV�+RPH�+RVSLWDO�LQVWUXFWLRQ�ZLOO�EH�PDGH�E\�WKH�3XSLO�
6HUYLFHV�'HSDUWPHQW���
�
+RPH�+RVSLWDO�LQVWUXFWLRQ�LV�LQWHQGHG�DV�D�WHPSRUDU\�SODFHPHQW�DQG�LV�QRW�DQ�DOWHUQDWLYH�
SODFHPHQW�IRU�VWXGHQWV�ZKR�DUH�KDELWXDOO\�DEVHQW�RU�UHIXVH�WR�DWWHQG�VFKRRO���3HU�(GXFDWLRQ�&RGH�
����������RQFH�D�VWXGHQW�LV�GHWHUPLQHG�WR�EH�HOLJLEOH�IRU�+RPH�+RVSLWDO�LQVWUXFWLRQ��KH�VKH�ZLOO�
UHFHLYH�RQH�FORFN�KRXU�RI�LQGLYLGXDOL]HG�LQVWUXFWLRQ�IRU�HDFK�GD\�WKDW�LQVWUXFWLRQ�LV�RIIHUHG�E\�
WKH�GLVWULFW�LQ�WKH�UHJXODU�HGXFDWLRQ�SURJUDP���7KH�PD[LPXP�QXPEHU�RI�KRXUV�WKDW�FDQ�EH�RIIHUHG�
WR�D�VWXGHQW�LQ�DQ\�RQH�ZHHN�LV�GHSHQGHQW�XSRQ�WKH�QXPEHU�RI�VFKRRO�GD\V�LQ�WKDW�ZHHN���)RU�
H[DPSOH��D�ZHHN�ZKHUH�VFKRRO�LV�KHOG�IRU�RQO\�IRXU�GD\V�ZLOO�UHVXOW�LQ�D�PD[LPXP�RI�IRXU�KRXUV�
RI�+RPH�+RVSLWDO�WHDFKLQJ���
�

�
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6WXGHQWV�$GPLWWHG�WR�D�+RVSLWDO
,I�D�VWXGHQW�LV�DGPLWWHG�WR�D�KRVSLWDO�WKDW�LV�RXWVLGH�RI�WKH�2DN�3DUN�8QLILHG�6FKRRO�'LVWULFW�IRU�D�
SURORQJHG�SHULRG�RI�WLPH��WZR�RU�PRUH�ZHHNV���WKH�GLVWULFW�ZKHUH�WKH�KRVSLWDO�LV�ORFDWHG�EHFRPHV�
WKH�GLVWULFW�RI�UHVLGHQFH�IRU�WKH�SXUSRVHV�RI�LQVWUXFWLRQ���
�

'HOLYHU\�RI�+RPH�,QVWUXFWLRQ
7KH�VFKHGXOH�RI�+RPH�+RVSLWDO�LQVWUXFWLRQ�VKRXOG�EH�GHFLGHG�XSRQ�FROODERUDWLYHO\�EHWZHHQ�WKH�
SDUHQW�DQG�WKH�+RPH�+RVSLWDO�WHDFKHU�DW�WLPHV�WKDW�DUH�FRQGXFLYH�WR�TXDOLW\�LQVWUXFWLRQ���+RPH�
+RVSLWDO�WHDFKHUV�DUH�QRW�DEOH�WR�GHOLYHU�LQVWUXFWLRQ�WR�D�+RPH�+RVSLWDO�VWXGHQW�XQOHVV�D�SDUHQW�
JXDUGLDQ�LV�SK\VLFDOO\�SUHVHQW�LQ�WKH�KRPH���,I�DSSURSULDWH�DQG�DSSURYHG�E\�WKH�GRFWRU�DQG�WKH�
GLVWULFW�QXUVH��+RPH�+RVSLWDO�LQVWUXFWLRQ�FDQ�EH�SURYLGHG�LQ�D�VHWWLQJ�RWKHU�WKDQ�WKH�KRPH�VXFK�DV�
D�FODVVURRP�DIWHU�VFKRRO��LQ�WKH�OLEUDU\��HWF�
�
7KH�VWXGHQW¶V�UHJXODU�FDPSXV�WHDFKHU�V��ZLOO�UHPDLQ�WKH�WHDFKHU�V��RI�UHFRUG�DQG�ZLOO�SURYLGH�
OHVVRQ�SODQV��PDWHULDOV��VWXGHQW�ERRNV��DQG�WHVWV�LQ�D�WLPHO\�PDQQHU���7KH�WHDFKHU�RI�UHFRUG�ZLOO�
DOVR�DVVLJQ�JUDGHV���
�

$GGLWLRQDO�,QIRUPDWLRQ
)RU�KLJK�VFKRRO�VWXGHQWV��SDUHQWV�DQG�WKH�VFKRRO�FRXQVHORU�VKRXOG�GLVFXVV�FRXUVH�RSWLRQV�
EDVHG�RQ�WKH�VWXGHQW¶V�LQGLYLGXDO�QHHGV�DQG�OLPLWDWLRQV�GXULQJ�+RPH�+RVSLWDO�LQVWUXFWLRQ���)RU�
H[DPSOH��WKH�SDUHQWV�DQG�FRXQVHORU�PD\�ZLVK�WR�FRQVLGHU�GURSSLQJ�D�FRXUVH�LI�PRUH�WKDQ�KDOI�RI�
WKH�JUDGH�IRU�WKDW�FRXUVH�LV�EDVHG�RQ�DQ\�RI�WKH�IROORZLQJ�

Ɣ +DQGV�RQ�H[SHULHQFH��H�J���SK\VLFDO�HGXFDWLRQ�RU�FKHPLVWU\�ODE��
Ɣ &ODVVURRP�SDUWLFLSDWLRQ��H�J���IRUHLJQ�ODQJXDJHV�DQG�VSHHFK�FRXUVHV��
Ɣ &ORFN�KRXUV��H�J��YRFDWLRQDO�FRXUVHV�WKDW�UHTXLUH�FRQWDFW�KRXUV����

�
,Q�DGGLWLRQ��LW�VKRXOG�EH�QRWHG�WKDW�WKH�DELOLW\�WR�UHSOLFDWH�D�FRXUVH�LQ�WKH�KRPH�HQYLURQPHQW��H�J���
$3��+RQRUV��ODE�VFLHQFHV��VRPH�VFLHQFH��DQG�VRPH�ODQJXDJH�FRXUVHV��PD\�QRW�EH�SRVVLEOH���6XFK�
FRXUVHV�DUH�GHVLJQHG�DV�FROOHJH�SUHSDUDWRU\�FODVVHV�WKDW�UHFHLYH�8QLYHUVLW\�RI�&DOLIRUQLD�DSSURYDO�
DQG�SRVVLEOH�DGYDQFHG�FUHGLW���7KHVH�FRXUVHV�QRW�RQO\�KDYH�ULJRURXV�UHTXLUHPHQWV��EXW�PDQ\�
LQFOXGH�DQ�H[WHUQDO�H[DP�DV�ZHOO���0DQ\�FRXUVHV�LQ�WKH�VFLHQFH�DQG�HOHFWLYH�DUHDV�RIIHU�DFWLYLWLHV�
WKDW�PD\�RQO\�EH�FRPSOHWHG�XVLQJ�WKH�HTXLSPHQW�DQG�RU�IDFLOLWLHV�DYDLODEOH�RQ�FDPSXV���7KHVH�
DFWLYLWLHV�PD\�QRW�EH�DEOH�WR�EH�GXSOLFDWHG�DZD\�IURP�FDPSXV���,I�\RX�FKLOG�ZLOO�EH�DEVHQW�IRU�DQ�
H[WHQGHG�SHULRG�RI�WLPH��PRUH�WKDQ���ZHHNV���SOHDVH�VSHDN�ZLWK�\RXU�FKLOG¶V�FRXQVHORU�WR�GLVFXVV�
ZKDW�FODVVHV�ZRXOG�EH�DSSURSULDWH�JLYHQ�\RXU�FKLOG¶V�LQGLYLGXDO�QHHGV�
�
)RU�VSHFLDO�HGXFDWLRQ�VWXGHQWV��WKH�,QGLYLGXDOL]HG�(GXFDWLRQ�3ODQ��,(3��WHDP�ZLOO�QHHG�WR�
FRQYHQH�WR�GLVFXVV�ZKLFK��LI�DQ\��VSHFLDO�HGXFDWLRQ�VHUYLFHV�VXSSRUWV�DUH�UHTXLUHG�GXULQJ�WKH�
+RPH�+RVSLWDO�WLPH�SHULRG�LQ�RUGHU�WR�SURYLGH�D�IUHH�DQG�DSSURSULDWH�SXEOLF�HGXFDWLRQ��)$3(����
�
,I�\RX�KDYH�TXHVWLRQV��SOHDVH�FRQWDFW�\RXU�VLWH�DGPLQLVWUDWRU��HOHPHQWDU\�VFKRROV��RU�VFKRRO�
FRXQVHORU��PLGGOH�DQG�KLJK�VFKRROV��
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Revised 11/02/12 

Oak Park Unified School District 
Request for Home/Hospital Teacher 

(C.E.C. 48206.3) Rehab. Act of 1973, Section 504 
 

 
TO BE COMPLETED BY PARENT: 

A home teacher is requested for (name of student)___________________________________________________________ 
Current school of enrollment_______________________________________________________ 
Current program placement:  (circle one)                   Regular Education             Special Education  
The student will be absent for an extended period of time because of: (circle one)       illness                   injury  
Additional Information__________________________________________________________________________ 
 
I understand that the Oak Park Unified School District requires that a parent/guardian be present in the home during 
the visit by the Home/Hospital teacher. 
 
______________________________________  ________________    _____________________ 
                         Signature of Parent                                     Date                       Telephone 
_______________________________________     ______________________________________    
                         Student’s Address                                                        City/State       
  
 

TO BE COMPLETED BY ATTENDING PHYSICIAN: 
This is to certify that I have thoroughly examined this student and find he/she is unable to attend school for the 
period of time as described below. 

RATIONALE Dr. Initials 
Diagnosis:  (Indicate the temporary disability) 
 

 

Prognosis: 
 

 

Instruction at home, approximately one hour per school day, to begin: 
 

 

Instruction at home should be carried out until  (please specify date): 
 

 

This assignment does not expose the teacher to any contagious condition that can be 
transmitted by casual contact. 

 

Can instruction be provided in a location other than the home setting (ex/ library, classroom 
after school, etc.).   
      Yes.       No.  

 

Comments: 
 

 

 
_______________________________________    ___________________________________  _______________ 
              Signature of Physician                                                  Printed Name         Date 
 
Physician Address: _________________________________   City:_______________________________ 
 
Physician Phone:    _________________________________   Fax: ______________________________  
  

 
TO BE COMPLETED BY HOME TEACHER: 

Home Teacher: I have been provided information re: Standard Precautions (Bloodborne Pathogens Exposure) and understand 
that a parent is required to be present in the home during the time that I am doing my Home/Hospital instruction. 
 
Signature of Home Teacher _________________________________________              Date:_____________________ 

Distribution: 
! Health file at school 
! Home Teacher 
! Parent/student 
! Human Resources 



 
Authorization for Disclosure and  

Exchange of Confidential Information  
Oak Park Unified School District 

5801 East Conifer St., Oak Park, CA 91377 
 
Addressed To: (Specify the agency/individual that will disclose/exchange information with the  
                          Oak Park Unified School District) 

 
_______________________________________  ________________________ 
                 Name of Agency/Individual     Phone Number 

 
_______________________________________  ________________________ 
                  Address of Agency/Individual             City/State/Zip Code 

 
_______________________________________  ________________________ 

             Email Address of Agency/Individual (if available)     Fax Number  
 
Regarding: 
 

_______________________________________   ________________________ 
   Student Name                  Date of Birth 
 

Requested Information:   
_____ All educational, medical, and/or psychological information including diagnosis and 

assessment results (may include document, records, and/or phone conversations). 
 

_____ Only the following records or type of information: _______________________________ 
 

_____ Please specify if any information is to be excluded: ______________________________ 
 

Purpose of Request: 
 

_____________________________________________________________________________________ 
 
I hereby authorize the Oak Park Unified School District and the agency/individual indicated above to 
release and disclose educational, medical, and/or psychological information concerning my child to each 
other.  This authorization shall become effective on the date signed and will expire in one year. 
 

A photocopy or facsimile of this form is to be considered as valid as the original. 
 

I have read and understand the following statements about my rights: 
• I may revoke this authorization at any time prior to its expiration date by notifying the providing 

organization in writing, but the revocation will not extend to information that was already 
obtained or released prior to the revocation. 

• I have the right to receive a copy of this authorization as well as the information described in this 
form. 

• Under certain circumstances the information that is used or disclosed pursuant to this 
authorization may be redisclosed by the receiving entity according to Federal and State law and 
may no longer be protected.  I have the right to seek assurances from the above-named 
persons/organizations authorized to receive the information that they will not redisclose the 
information to any other party without my further authorization unless mandated by law. 

 

 
_________________________________ _________________ __________________________  
            Parent/Guardian Signature    Date     Relationship 
 
           Rev. 11/18/13 
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