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Introduction
Grant County Schools offers a Chronic Medical Condition/Documented Disability Packet in accordance with WV Board of Education Policy 4110 (4.10.1). Upon approval of the submitted packet, the parent(s)/guardian(s) will be allowed a limited number of additional parent/guardian excused absences in addition to the already allowed 10 parent excuses per school year (180 instructional days). The Chronic Medical Condition/Documented Disability is structured for use by those individuals whose chronic medical condition or documented disability adversely affects the student’s educational performance.
Parents/Guardians are requested to sign and return the completed packet to the student’s school for review. 













PARENT/GUARDIAN ROLE
The parent/guardian must work with the school system to provide an uninterrupted, consistent education. The parent or guardian is responsible for supervising the student’s academic studies when absent from school as per limited additional days allowed.
The Parent/Guardian Tasks include:
1. Please provide the school with a completed packet including:
a. Completed and signed Agreement Form to include parent signature (page 3).
b. Physicians Form completed and signed by a licensed physician (page 4).
c. FERPA/HIPAA Consent/Release of Information completed and signed by the parent (page 5).
2. Contact the school and request assignments when the student is not in school.
3. Return all completed work to the school in a timely manner.
4. Contact the principal with any questions or concerns that develop.
5. Continue to have the licensed physician evaluate and update the student's health.
6. Continue to have the licensed physician evaluate and update the student's health status.
AGREEMENT
I have read the Grant County Schools Documented Chronic Medical Condition/Documented
Disability Packet and agree to the guidelines established. I understand these guidelines must be followed for my child, __________________________________________ to receive a proper education. I understand that this does not excuse the student from completing any and all class assignments.
________________________________________                                         _______________________
Parent Signature                                                                                                            Date
________________________________________                                          _______________________
Principal’s Signature                                                                                                       Date
Grant County Schools Chronic Medical Condition Form

 Physician: The parent/guardian of the child listed below notified Grant County Schools that this student has a chronic health condition impacting his/her regular school attendance. School attendance is crucial for all students. Learning that takes place in the classroom is an essential component of the educational process. Class time provides instruction and interaction, when lost, is irretrievable. Grant County Schools request that you verify there is a chronic condition that impacts his/her regular attendance. It is our goal to provide each student with a quality education for future success. 

Please note: This form will become a court document if this student becomes truant. 

Student: ____________________________________________________DOB: ________________ 
School / Grade: ______________ ____ WVEIS # __________________ Phone: ________________
Parent: _______________________________________________________ 

Please complete the information regarding the above mentioned student’s medical condition requiring intermittent absences throughout the school year. This information will allow staff to provide needed support for this student.

 *Please note: Should the student only require medication or specific care during the school day; trained, designated staff is available at each school. 

Medical Diagnosis: _____________________________________________________________________ 
Date of Onset: _________________________________________________________________________ 
Medications: __________________________________________________________________________ 
_____________________________________________________________________________________ 
Date of Last Office Visit for this Condition: __________________________________________________ 
Symptom(s) exhibited, impacting school attendance and requiring absence(s): _____________________ _____________________________________________________________________________________ 

**How often should this excuse be used to cover absences each month? (Normally 20 possible schools days in a month.) ____________

*** The parent is still required to provide a written note for each absence, stating if that specific absence should be considered under the chronic illness excuse. 

*** Please note a new chronic medical form is required at the beginning of each school year or change of # of absences to be covered
_________________________________________________ _____________________________ 
Physician’s Name (Please Print) Date 
_________________________________________ ______________________ __________________ 
Physician’s Signature Physician’s                                        Phone Number                         Fax Number 
Through your signature; you certify that this student is unable to attend school on a regular basis and should be excused for the days or partial days missed, as noted. As the attesting physician, you also understand, you can be subject to testify in court to the medical condition and treatment of this student, if deemed necessary. 

PERMISSION TO RELEASE INFORMATION:
As parent or legal guardian of the below student, I grant permission for Grant County Schools to obtain and/or release information regarding my son/daughter from the school, department, or person identified below.  This information may be shared with any Grant County Schools employee involved in providing services for him/her.  I understand the purpose and intent of this release is to obtain and share information in order to provide coordinated services for my son/daughter.  This request shall remain in effect for one full year (365 days) from the date of my signature unless revoked in writing.  A copy or fax of this release shall be as binding as the original.

Student _________________________  Date of Birth __________________   WVEIS#___________________
Address _________________________________________________________

__________________________________________________________________________________________
Provider/Agency									Phone/fax number
__________________________________________________________________________________________
Provider/Agency									Phone/fax number
__________________________________________________________________________________________
Provider/Agency									Phone/fax number

________________________________	___________________________________         _____________
Printed Parent/Guardian/Adult Student Name		          Signature			   Date
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