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Pupil Personnel Services 
Sayville Public Schools 

99 Greeley Avenue 
Sayville, NY  11782 

 
APPLICATION FOR HOMEBOUND INSTRUCTION 

 

NOTE:  The ENTIRE COMPLETED application must be returned to the school principal or guidance counselor. 

 
Please Check 

_____Medical Reasons ____CSE Determination _____Out of School Suspension ___Supt. Hearing 
_____CSE/504 Committee_____Other:________________________________ 
 

Page 1 must be completed by the Parent/Guardian. 
Page 2 must be completed by the Health Care Provider. 

School: _____________________________    Grade:_______________________ 
 
Homeroom Teacher:___________________   Academic Year:________________ 
 
General Education: ___________________    Special Education:_____________ 
 
Person making request:_______________________________________________________________________ 
 
All sections of the application MUST be completed. Entries must be printed in ink.    
Applications which are incomplete will not be considered.  If request is based on Social/Emotional 
Concerns, a treatment plan must be attached (see page 4). 
 
IDENTIFICATION: 
Name of Child: 
 

(LAST)   (FIRST)   (MIDDLE)    (D.O.B) 
 
Parent/Guardian:____________________________________________________________________ 
   (LAST)   (FIRST)   (MIDDLE)   
 
Legal Residence of Child:______________________________________________________________ 
     (NUMBER, STREET, TOWN) 
 
Telephone:   Home:____________  Work:________________ Cell: ____________________________ 
 
STATEMENT OF PARENTS/GUARDIANS 
Please adjust my child’s educational program to accommodate the incapacitating conditions enumerated in the 
“Statement of Physician.”  I understand that these limitations are to be enforced by officials of the Sayville School 
District. 
_____________________________________  ___________________________________ 
Signature of Parent/Guardian     Date 
 
CONSENT OF PARENT OR GUARDIAN 
I consent to the release of information from the Health Care Provider to the School Nurse.   Please note that a HIPAA- 
compliant authorization for release of health information is included as part of this packet.  If requesting homebound 
instruction for medical reasons, you are encouraged to complete and return a HIPAA authorization for release of 
information by the student’s health provider(s) to the District and/or the District’s school physician.  
 
________________________________   _________________________________ 
(Signature of Parent/Guardian)     (Date)     
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HEALTHCARE PROVIDER’S STATEMENT OF INCAPACITATING CONDITIONS 
(MUST be completed by the Health Care Provider) 

NOT NECESSARY FOR COURT MANDATED OR SUPERINTENDENT HEARING 
 

REQUEST FOR HOMEBOUND INSTRUCTION 
 

Students who request homebound services will not be in attendance at their present school.   In place of the 
regular academic setting, student will receive instruction at home or other suitable location. (Elementary 
students receive one hour per day of instruction; Secondary students receive two hours per week per 
academic subject).  
 
NAME OF PATIENT: __________________________________ DATE OF BIRTH:__________________ 
 
DIAGNOSED CONDITION:______________________________________________________________ 
 
RECOMMENDED PERIOD FOR HOMEBOUND INSTRUCTION: 
 
 START DATE:_____________   END DATE:____________ 
 
TOTAL NUMBER OF DAYS REQUIRED: ___________________________________________________ 
 
PHYSICAL RESTRICTIONS AND/OR LIMITATIONS CAUSED BY THIS CONDITION: 
 

 
A. The movements and activities the patient can do (include maximum length of time) are: 

 

 
B. The movements and activities that should NOT be done are: 

 
 

 
CIRCUMSTANCES THAT ARE HARMFUL TO THE PATIENT (weather conditions, time of year, 
etc.):______________________________________________________________________________ 
 
List all prescribed medications:____________________________________________________ 
*Social/emotional concerns:___________________ Provider Treatment Plan:__________________ 
Anticipated Return Day_______________________ 
 

 
HAVE THE PARENTS OR GUARDIANS BEEN ADVISED OF ANY FURTHER MEDICAL EXAMINATION OR 
TREATMENT THAT MAY BE NEEDED?   IF SO, PLEASE INDICATE TO WHOM THE PATIENT HAS BEEN REFERRED. 
 

          Official Stamp Here: 
Provider’s Original 
Signature:_________________________________Address:_________________________________________
__________Date of Examination:_________________________________________ 
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FOR SCHOOL USE ONLY 
 

RECOMMENDATION OF THE SCHOOL PRINCIPAL AND STAFF 
 

ALL information MUST be completed and ALL signatures are required. 

 
The child named on this application is a registered student and in regular attendance at this school.   
This application including a completed “Statement of Physician” has been reviewed by members of 
the school staff as certified by their signatures below. 
 

Principal or Guidance Counselor MUST attach student’s course schedule and indicate specific 
courses to be tutored and exams that need to be administered. 

 
It is recommended that Homebound Instruction be provided: 
 

Start Date:_______________   End Date:_____________ 
 
For Out of School Suspensions: 
 

Must be completed PRIOR to submitting to Instructional Services 

 
Teacher(s) of record who will provide homebound instruction: 
 
 Names/Subjects:______________________________________________________________ 
   ________________________________________________________________ 
   ________________________________________________________________ 
 
 Other teacher(s) in Building who will provide homebound instruction: 
 
 Names/Subjects:______________________________________________________________ 
   ________________________________________________________________ 
   ________________________________________________________________ 
 
Signature of Principal:______________________________ Date:________________________ 
 
Signature of Nurse:________________________________  Date approved:_______________ 
 
Injury_________________  Illness__________________  Other_____________________________ 
 
Recommendation of the Director of Student Services_______________________________________ 
 

 
Signature of Director of Student Services________________________ Date__________________ 
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RECOMMENDATION OF THE COMMITTEE ON SPECIAL EDUCATION/504 COMMITTEE 
(if applicable) 

 
 
To be completed by the CSE/504 Chairperson: 
 
Reason for request of homebound instruction: 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 

 
 
  
 
 Start date:___________ End date:____________ Grade Level:__________________ 
 

IEP or 504 plan must be attached 
 

Specific course(s) and related services to be tutored: 
 
Courses and/or related services (include frequency and duration) to be tutored: 
 
___________________________  ___________________________________ 
___________________________  ___________________________________ 
___________________________  ___________________________________ 
___________________________  ___________________________________ 
___________________________  ___________________________________ 
 
 
 
 
Chairperson, Committee on Special Education/504:________________________________________ 
 
Date of Committee on Special Education Meeting :_________________________________________ 
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FOR SCHOOL USE ONLY 
 

Substantiation of School Physician (when required) 
 

As a physician appointed by the Sayville School District to serve as its official medical representative, I have 
reviewed this application, conducted a medical examination of this child, and DO __________________, DO 
NOT _____________ find medical evidence to substantiate the incapacitating condition. 
 
Comments: _________________________________________________________________________ 
___________________________________________________________________________________ 
 
Please Print:_______________________M.D.  Date:______________________________ 
 
Signature:_________________________M.D.  Date:______________________________ 
 
To be completed by the student’s healthcare provider. 
 

Treatment Plan for Social/Emotional Conditions 

Student’s Name: DOB: 
 

Treating Health Care Provider: Treatment Plan 
Date: 

Signature: 
 

Date:   

 

Other Agencies Involved: Plan to Coordinate Services: 

 
 

 

 
 

 

 

Medication(s): Dose: Frequency: Indication: 

    

    

    

 

Problem/Symptom: 
 

Long Term Goal: 
 

Short Term Goals/Objective Date Established Projected 
Completion Date 

Date Achieved 
 
 
 
 
 

 

Intervention/Action (How often does the student attend your 
treatment 
Sessions?   Is the family involved in treatment?   Do you 
recommend additional actions?) 

Responsible Person (s) 
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