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	DATE FAXED TO TRANSPORTATION SERVICES
	DATE
	     
	INITIALS
	     

	
	5 DAY PROCESSING STARTS WHEN TIS SHEET IS RECEIVED BY TRANSPORTATION

MUST BE COMPLETED BEFORE BUS SERVICE WILL BE SCHEDULED!!!

ALLOW FIVE (5) DAYS MINIMUM FOR BUS TRANSPORTATION

	
	
	
	
	

	STUDENT’S ID #
	     
	SCHOOL
	     
	PHONE
	          --     
	SCHOOL YR
	     

	
	
	
	
	
	
	
	

	PROGRAM/TEACHER
	     
	D.O.B
	  /  /      
	GENDER
	 FORMCHECKBOX 
 F
	 FORMCHECKBOX 
 M

	
	
	
	
	
	
	

	STUDENT’S SCHOOL HOURS
	     
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 T   FORMCHECKBOX 
 W   FORMCHECKBOX 
 Th   FORMCHECKBOX 
 F
	
	

	
	
	
	
	

	STUDENT’S NAME
	     
	
	     
	
	     

	
	(Last)
	
	(First)
	
	(Nick Name)

	ADDRESS
	     
	
	HOME #
	     -     -     

	
	
	
	
	

	CITY
	     
	
	ZIP CODE
	     

	
	
	
	
	

	PARENT/GUARDIAN
	     
	PARENT/GUARDIAN
	     
	
	
	

	CELL #
	     
	CELL #
	     
	
	
	

	HOME #
	     
	HOME #
	     
	
	
	

	WORK #
	     
	WORK #
	     
	
	
	

	
	
	
	
	
	
	

	EMERGENCY ONLY CONTACT NAME:
	
	
	PHONE
	

	
	
	
	
	

	EMERGENCY ONLY CONTACT ADDRESS
	
	
	
	

	
	
	
	
	

	MEDICAL INFORMATION:  (Please be specific)
	
	
	
	

	
	
	
	
	

	 FORMCHECKBOX 
  Allergies
	 FORMCHECKBOX 
  Fragile/Brittle Bones
	 FORMCHECKBOX 
  Verbal
	 FORMCHECKBOX 
  Walker Device
	

	 FORMCHECKBOX 
  Asthma
	 FORMCHECKBOX 
  Gastronomy Tube
	 FORMCHECKBOX 
  Non-Verbal
	 FORMCHECKBOX 
  Wheelchair
	

	 FORMCHECKBOX 
  Diabetes
	 FORMCHECKBOX 
  Heart Condition
	 FORMCHECKBOX 
  Non-Verbal (but understands)
	 FORMCHECKBOX 
  Challenging Behavior
	

	 FORMCHECKBOX 
  Blind/Visually Impaired
	 FORMCHECKBOX 
  Scoliosis
	 FORMCHECKBOX 
  Tracheotomy
	 FORMCHECKBOX 
  Seizures
	

	 FORMCHECKBOX 
  Other:
	     
	

	
	
	
	
	

	HEALTH PLAN ATTACHED
	 FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO
	
	
	

	
	
	
	
	

	WHAT TO WATCH FOR (Symptoms/emergencies most likely to occur during transport to / from school)
	

	     

	LIST OF PRESCRIBED MEDICATIONS  (dosage and reason for medication)
	

	Medication
	Dose
	Reason
	
	Medication
	Dose
	Reason

	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	
	     
	     
	     

	
	
	
	
	

	DOCTOR:
	     
	PHONE
	     -     -     

	
	
	
	
	

	HEALTH COVERAGE
	     
	HOSPITAL
	     

	
	
	
	
	

	OFFICIAL COMMENTS ONLY
	
	
	
	

	     

	     

	     

	
	
	
	
	

	 FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO   MAY BE LEFT UNATTENDED AM (AT SCHOOL)          FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO   MAY BE LEFT UNATTENDED PM (AT HOME)

	
	
	
	
	

	ALTERNATIVE BUS SERVICE PICK UP AND DROP OFF (BOTH AM AND PM SERVICE

	

	NAME:
	     
	ADDRESS
	     
	PHONE
	     

	

	 FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO   REQUIRES RESTRAINT HARNESS/VEST ON BUS

	

	I GIVE MY CONSENT FOR THIS INFORMATION TO BE AVAILABLE TO AUTHORIZED SCHOOL PERSONNEL AND EMERGENCY/HOSPITAL PERSONNEL

	

	PARENT/GUARDIAN SIGNATURE
	     
	DATE
	     

	

	SPECIALIST/DIRECTOR/DESIGNEE
	     
	DATE
	     


