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Initial _____________
Renewal #1 ________
Renewal #2 ________


APPLICATION FOR MEDICAL HOME INSTRUCTION
	To be completed by the parent/guardian



Student Name:  ________________________________________   Date of Birth:  ________________________________
Grade:  _________________________________   School:  ___________________________________________________
Address:  __________________________________________________________________________________________
Parent/Guardian Name:  ______________________________________________________________________________
Phone Number:  ________________________________________ Alternate Number:  ____________________________
Email:  ____________________________________________________________________________________________
I am requesting medical home instruction for my child due to a temporary or chronic health condition.  It is projected that my child will be confined at his/her residence or other treatment setting for more than 10 consecutive school days or 20 cumulative school days during the school year.  I certify that the information contained in this document is true and complete.  I authorize the school physician to contact my child’s healthcare provider to secure additional information concerning my child’s diagnosis or need for treatment.  I have received and reviewed the parental responsibilities for medical home instruction.
Signature of Parent/Guardian:  ___________________________________________________    Date:  ______________
	To be completed by the student’s treating physician or treating specialist:



_________________________________________ is under my care for _______________________________________
I certify that this student is projected to be confined at his/her residence or other treatment setting for more than 10 consecutive school days or 20 cumulative school days during the school year.  
Symptoms:  ________________________________________________________________________________________
Objective findings of physical exam:  ____________________________________________________________________
Diagnostic studies:  __________________________________________________________________________________
Consultations/hospitalizations:  ________________________________________________________________________
Treatment Plan:  ____________________________________________________________________________________
Prognosis/expected outcome(s):  _______________________________________________________________________
EDC (if pregnant):  ___________________________________________________________________________________
Confinement to begin:  ________________________ Confinement to end:  ____________________________________
May not exceed 60 calendar days.  For a student without a disability, when the provision of home instruction will exceed 60 calendar days, the school physician shall refer the student to the child study team for evaluation, pursuant to NJAC 6A:14.
Name of treating physician/specialist:  ______________________________________ Phone:  ____________________
Signature of treating physician/specialist:  ______________________________________ Date:  __________________

A Physician Stamp will not be accepted.

School Physician Determination for Medical Home Instruction
Initial Review:
□	Approved _________________________________________________________ (in 60 day increments)
                                                                        (Duration)
□          Denied _________________________________________________________________________________
                                                                            (Reason)
School Physician Signature:  _________________________________________________Date:  ________________
*Copies are sent to the parent/guardian and requesting physician
Parent/Guardian:
□  Your child has been approved for Home Instruction as indicated above.  If it is anticipated that your child will require past the above end date, another Application for Medical Home Instruction form must be received by the
School nurse prior to the ending date.
□  Your child has been denied medical home instruction as indicated above.
Requesting MD:
□  Student approved for medical home instruction per your request.  This request will need to be re-evaluated at 60 day increments.  As the medical case manager for this student, you may be asked to provide supporting documentation in the form of clinical notes, laboratory results and consultations from specialists. 
□  The school physician has denied this request for home instruction.
Home Instruction Extension:  See attached Application for Medical Home Instruction
Renewal #1 – When the provision of home instruction will exceed 60 calendar days, the school physician will refer the student to the Child Study Team pursuant to NJAD 6A:14.
□	Approved _________________________________________________________ (in 60 day increments)
                                                                           (Duration)
□          Denied _________________________________________________________________________________
                                                                            (Reason)
School Physician Signature:  _________________________________________________Date:  ________________
*Copies are sent to the parent/guardian and requesting physician
Renewal #2 
□	Approved _________________________________________________________ (in 60 day increments)
                                                                           (Duration)
□          Denied _________________________________________________________________________________
                                                                            (Reason)
School Physician Signature:  _________________________________________________Date:  ________________
*Copies are sent to the parent/guardian and requesting physician	
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