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Home and Hospital Instruction

In order to provide for home and hospital instruction for students enrolled in member districts
of Eastern Illinois Area of Special Education, the following procedures are outlined:

1)   Eligibility:

A licensed physician confirms in writing that a student will be absent from
school and confined to a home or hospital.  This absences will be for more
than two consecutive weeks, but not more than six months because of a
temporary physical or health impairment.

2)   Procedure:

a.   The local district is informed that a student is eligible for home or
hospital instruction.

b.   A local district administrator or designee contacts the parents/guardians.
If the parents/guardians agree to home/hospital instructions, the 
parent must provide a licensed medical physician's statement of need.
(Form H/HA) and a signed parental/guardian consent form (EIASE F).
The district administrator or designee is responsible to see that form H/H
is completed.

c.   A local district administrator or designee sends the Application for
Home/Hospital Services (Form H/H) to the EIASE director for his/her
signature.  A copy is made, filed, and the original Form H/H is returned 
to the local district.

d.   The local school administrator or home/hospital teacher gathers the
necessary information on the students Individual Education Program
(Form H/HC).  The time schedule for instruction is set with the 
parents/guardians and/or hospital.  If the student already has an IEP,
necessary modifications may be made, rather than a new individualized
educational program written.

3)   Home or Hospital Instruction Terminates

The student's anticipated recuperation time (stated on the physician's medical
certification) determines the duration of home or hospital instruction.  If
an extension is needed, another note from the physician should be added to the
application.  The home or hospital instructor informs the school at the end of home
or hospital instruction.  Termination of instruction should be dated+B121 on Form H/HC.
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FORM H/HA

             EASTERN ILLINOIS AREA OF SPECIAL EDUCATION
      5837 Park Drive, Suite 1
         Charleston, IL  61920

    MEDICAL CERTIFICATION
         For Home or Hospital Instruction Program

The Illinois Rules and Regulations for Special Education for Home and Hospital Instruction state that 
because of a temporary physical or health impairment, it is the opinion of a licensed medical examiner
that a student will be absent from school for more than two consecutive weeks, but not more than six
months.

Physician:

This completed form must be returned to the local school district before services can be initiated.

Student's Name Gender Birthdate Grade

Address School District

Circle One: HOME INSTRUCTION HOSPITAL INSTRUCTION

Estimated length of time that the home or hospital instruction will be needed:

Weeks

Medical Diagnosis:

Date:
Physician's Signature

23IAC 226.535a This completed form must be kept on file in the
23IAC 226.545 local district.
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Eastern Illinois Area of Special Education EIASE F
5837 Park Drive
Charleston, IL  61920 PARENT/GUARDIAN CONSENT FOR 
Phone:  217/348-7700  INITIAL CASE STUDY/EVALUATION
FAX:     217/2348-7704

Student Date of Birth Parent/Guardian (Check one):
             Comprehensive                 Speech and

              Home/Hospital                   Language

A referral for an initial case study evaluation regarding _______________________________ was made on
                   Name of Student

____________________________________ by __________________________________________________.
Date Person Submitting Referral

This case study evaluation is proposed by the local school district because:  (Describe or attach a report
describing each evaluation procedure, test, record or report used as a basis for the decision to evaluation
this child, as well as any options considered with reasons rejected.)

A case study evaluation is a series of in-depth multidisciplinary diagnostic procedures conducted within an
established time frame and designed to provide information about your child, the nature of the problem which
are or will be affecting his/her educational development, and the type of intervention and assistance needed
to alleviate these problems.

Your child has been recommended for a(check one)                   Comprehensive                 Speech/Language              Home/Hospital

type of case study evaluation.  PLEASE READ THE CORRESPONDING SECTION BELOW that lists the
components to be completed as a part of your child's individual evaluation which will assist in determining
your child's eligibility for special education and related services.  A brief description of the evaluation
components is included with this form.  Upon completion of your child's case study evaluation, a multi-
disciplinary conference will be scheduled with you to discuss the findings and determine eligibility for special
education and related services.  Your child's educational placement will not change during this evaluation
process.  If you would like additional information regarding this proposed evaluation, please contact:

Name and Phone

I.     COMPREHENSIVE CASE STUDY EVALUATION -  A comprehensive case study evaluation is conducted by a
multidisciplinary team and includes an interview with your child;  consultation with you; a social developmental study,
including an assessment of adaptive behavior and cultural background; a report of your child's medical history and
current health status;  vision and hearing screenings; a review of your child's academic history and current 
educational functioning; an educational evaluation of learning processes and level of educational achievement; and
an assessment of your child's learning environment.

II.    SPEECH AND LANGUAGE CASE STUDY EVALUATION - A speech and language case study evaluation includes a
hearing screening, a review of your child's medical history and current health status, a review of your child's 
academic history and current educational functioning, a speech and language assessment, and an interview with your
child.

III.   HOME/HOSPITAL CASE STUDY EVALUATION -  A home/hospital case study evaluation includes an evaluation of your
child's physical or health impairment, a physician's estimated length of need for services, and a review of your child's
current educational status and academic needs.

Specialized evaluations which are specific to the nature of your child's problems may also be conducted.  Specialized evaluations 
determined to be necessary for your child are:  (Indicate any specialized evaluations to be conduced.)

Psychological Evaluation Speech and Language Evaluation

Other:__________________________________________ (Specialized Evaluations)
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FORM H/HC
             EASTERN ILLINOIS AREA OF SPECIAL EDUCATION

      5837 Park Drive
Charleston, IL  61920

INDIVIDUALIZED EDUCATION PROGRAM
Home/Hospital Instruction

Student's Name Birthdate Grade

Resident District Date

Date:_________home____________ hospital instruction is scheduled to begin:  _______________________

Date ended:  _________________________

Medical Certification by:
               Physician Date

IEP Completed by:

This IEP has been discussed with:
NAME DATE

Student

Parent/Guardian

HHI Teacher

Teacher

Teacher

Teacher

Teacher

Principal

Describe the student's current educational status.

Is this student identified as a special education student?   __________ YES   _________ NO

        GOALS AND OBJECTIVES

1 Student will maintain current skills and achievement level.

Objective
Objective

2

Objective
Objective

3
Objective
Objective

Home-Hospital.xls
June 2000



FORM H/H
EASTERN ILLINOIS AREA OF SPECIAL EDUCATION
     APPLICATION FOR HOME/HOSPITAL SERVICES

A.     To be completed by Parents or Guardians:
My child is unable to go to school and I request ________ home _______hospital instruction for:

Name Birthdate Grade

Address Telephone

Name of School Date last attended

Student's disability

Date
Signature of Parent or Guardian

*******************************************************************************************************************************
B.     To be completed by Physician:

Check one: _______ HOME_______ HOSPITAL Instruction recommended  YES_____ NO _____

Estimated length of time that home or hospital services will be needed:_______________________

Medical Diagnosis

Date Signature of Physician

*******************************************************************************************************************************
C.     To be completed by School Official:

Student's Program:
SUBJECT TEACHER PERIOD

Current special education placement?     YES ________     NO  ________

Related services provided?     YES  ________     NO  ________ (If yes, specify type)

Current IEP on file?     YES  ________      NO  ________

Date Signature of School Official

*******************************************************************************************************************************
D.   To be completed by Home Instructor:

Name: Phone:

Date Instruction started:  Date ended:

Date of Team meeting:

*******************************************************************************************************************************
E.    Date filed:

Signature of Director of Special Education
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