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Verification of Medical Condition
The Southern Regional Health School provides primarily a transitional teaching service, which supports the educational progress of the students who have high health needs.  We work collaboratively with parents/caregivers, local schools and other agencies to assist in the re-entry to school following significant absences for health reasons. It is essential that the student remains enrolled in their school, as this service is not an alternative provider. If there is an extraordinary reason why this is not possible, please state below.

Students whose high health needs have been identified by a registered medical practitioner specialising in the condition, which is preventing the student from attending school settings may be eligible if they are participating in either

· an active treatment programme for their medical condition, or
· a health funded mental health programme
Student details:

Name:   _____________________________________    Date of Birth:   _______________
Medical condition details (Doctors and Specialists only to fill this section in):
1. This student has the following health condition:
_____________________________________________________________________
2. This student is on (please tick one):
· an active treatment programme for his/her medical condition

· A health funded mental health programme

Please specify:________________________________________________________
3. In your judgement when will this student be ready to return to their regular school?

Part time   ____________________________________________________________
Full time    ____________________________________________________________

How does this condition prevent the student from attending their regular school?
_____________________________________________________________________
Note    Continued admission/enrolment in the Southern Regional Health School is subject to verification of medical condition as above at any time.  For most students this verification expires after 15 weeks.

Name:  ___________________________   Signature:   _______________________________
General Practitioner:   FORMCHECKBOX 
  Specialist:
 FORMCHECKBOX 
      Medical Registration Number: ________________
Date:     ___________________________   Phone:       _______________________________
Address of medical practice:   ___________________________________________________
___________________________________________________________________________
ALL SECTIONS NEED TO BE COMPLETED THOROUGHLY TO ENABLE FULL CONSIDERATION TO THE APPLICATION.
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