VALLEY ScHooL DIsTRICT # 999 SPECIAL EDUCATION
9401 Sharon Drive Everett, WA 98204 Phone: (509) 565-8958 Fax: (509) 565-6565

Request for Medical Information for Evaluation

Student name Dean Spencer Student # 99999 DOB 5/6/1996 Date 4/15/2006
Serving school Larch Elementary IEPMgr. Jackson Mcpherson Grade 4 Age 9yl1llm
Physician name

Address City St Zip

Physician Phn Physician Fax

Dear Physician,

The above student is being evaluated by the Multidisciplinary Team for Special Education services. In order for
the Mukilteo School District to provide Special Education services, the student must be eligible under one of the
Special Education categories listed in the Washington Administration Code, Chapter 392-172. One of the legal
requirements is that documented evidence be provided that the student is eligible according to specific disability
category criteria. Please note that in order to qualify for services, the disability must have an ""adverse
effect” on the student's educational performance such that the student requires "'specially designed

instruction.” Please ""X"* the appropriate description(s) and indicate whether or not the condition
adversely affects education performance.

[ ] Autism
[] Emotionally/Behaviorally Disabled
] An inability to learn which cannot be explained by intellectual, sensory, or health factors
[ ] An inability to build or maintain satisfactory interpersonal relationships with peers and teachers
[] Inappropriate types of feelings of behavior under normal circumstances
[ ] A general pervasive mood of unhappiness or depression
[ ] A tendency to develop physical symptoms or fears associated with personal or school problems

[] Health Impaired- heart condition, rheumatic fever, nephritis, asthma, attention deficit disorder or attention deficit
hyperactivity disorder, sickle cell anemia, hemophilia, lead poisoning, leukemia, diabetes, other

[] Orthopedically Impaired

[ ] Traumatic Brain Injury

[ ] Visually Impaired/Blindness
(] Hearing Impaired/Deaf

Do you consider this a permanent condition which will adversely affect this student’s educational
performance? [ JYes [ INo

Physician's Signature Date

Please attach your current medical evaluation and any other information relevant to educational planning which
will assist in this evaluation. Thank you for your assistance. A Consent for Mutual Exchange of Information is
enclosed.

Please sign and return this information to: [ ] FAX [ ] Mail
Name Phone
Position FAX (509) 345-3645
Distribution: One copy to [ ] Special Services [ ] Cumulative File
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