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LaSalle/Putnam County Educational Alliance for Special Education
1009 Boyce Memorial Drive
Ottawa IL 61350

Phone/TDD: (815) 433-6433
FAX: (815) 433-6164

Email: lease@lease-sped. ] ‘e . .

P g%\rent/Guardlan Notification of Conference Recommendations
Date: Name of Student: Date of Birth:
Dear

The purpose of this letter is to provide you with notification of the educational recommendations developed for

your child at the conference held on at

At this conference it was determined that your child: (Check all that apply to conference recommendations.)

|:| Is _eIigib]e or contipue§ to be eligible for special education and related services as listed on the IEP.
Eligibility Determination:

[ ] 1snot eligible for special education and related services.

Requires a change in eligibility, as listed on the conference summary report.

Will receive the special education and related services as listed on the IEP

Requires a change of special education and/or related services/educational placement as listed on the IEP.

Will be discontinued from special education and related services due to determination of ineligibility or reaching the age of 21.
is recommended for graduation.

Will be assessed with the Illinois Alternate Assessment (IAA). The IAA is aligned with the Illinois Learning Standards

(grade level academic content) and scored against alternate achievement standards.

[ ] other (specify)

CHECK ONE:

|:| | agree to waive the requirement of a ten calendar day interval before placement occurs.

|:| I do not agree to waive the requirement of a ten calendar day interval before placement occurs.

Please refer to your copy of the conference summary report which contains the information used in making these recommendations.
Please review the parent’s rights information in the Explanation of Procedural Safeguards. If you wish to discuss any concerns or
have questions regarding your rights or this information, please contact:

Name: Title: Phone:

Sincerely,

Name:

Title:

ISBE 34-57 E (7/07) [Parent/Guardian Notification of Conference Recommendations]
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LaSalle/Putnam County Educational Alliance for Special Education
1009 Boyce Memorial Drive
Ottawa IL 61350

Phone/TDD: (815) 433-6433
FAX: (815) 433-6164

Email: lease@lease-sped.or . .
ped.org Parent/Guardian Consent For Evaluation

Date: Name of Student: Date of Birth:
Dear

Each school district shall ensure that a full and individual evaluation is conducted for each child being considered for special
education and related services. The purpose of an evaluation is to determine:

® \Whether the child has one or more disabilities;

® The present levels of academic achievement and functional performance of the child;
® Whether the disability is adversely affecting the child’s education; and,

® Whether the child needs special education and related services.

An evaluation considers domains (areas related to the suspected disability) that may be relevant to the educational problems
experienced by the individual child under consideration. The nature and intensity of the evaluation, including which
domains will be addressed, will vary depending on the needs of your child and the type of existing information already
available. The IEP Team, of which you are a member, determines the specific assessments needed to evaluate the individual
needs of your child. Within 60 school days from the date of parent/guardian consent, a conference will be scheduled with
you to discuss the findings and determine eligibility for special education and related services.

The IEP Team must complete page 2 of this form prior to obtaining parental consent for evaluation.

PARENT/GUARDIAN CONSENT FOR INITIAL EVALUATION

I understand the school district must have my consent for the initial evaluation. If I refuse consent for an initial evaluation,

the school district may, but is not required to pursue override procedures through due process. If the school district chooses

not to pursue such procedures, the school district is not in violation of providing free appropriate public education to my child.

I understand my rights as explained to me and contained on the Explanation of Procedural Safeguards. | understand the scope
as described on page 2 of this form.

[ ] 1giveconsent [ ] Ido not give consent to collect the evaluation data as described on page 2 of this form.
Date: Signature of Parent/Guardian:
ISBE 34-57 B (7/07) [Parent/Guardian Consent For Evaluation (Page 1 of 2)]
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		Whether the child has one or more disabilities: Off

		The present levels of academic achievement and functional performance of the child: Off

		Whether the disability is adversely affecting the child’s education; and: Off

		Whether the child needs special education and related services: Off

		Date: 

		Name of Student: 

		Date of Birth: 

		Dear: 






Parent/Guardian Consent For Evaluation/Reevaluation

Identification of Needed Assessments

Name of Student: Date:
This form must be completed by the IEP Team

DO MAIN RELEVANT EXISTING INFORMATION ADDITIONAL EVALUATION SOURCES FROM WHICH DATA
YES/NO ? ABOUT THE CHILD DATA NEEDED WILL BE OBTAINED

Health
Current or past medical difficulties
affecting educational performance.

Hearing/Vision

Auditory/visual problems that would
interfere with testing or educational
performance. Date and results of last
hearing/vision test.

Social/Emotional Status
Information regarding how the
environment affects educational
performance (life history, adaptive
behavior, independent functioning,
personal and social responsibility,
cultural background).

Cognitive Functioning

Data regarding cognitive ability, how
the child takes in information,
understands information and
expresses information.

Academic Achievement

Current or past academic functioning
data pertinent to current educational
performance.

Functional Performance
Current or past functional
performance data pertinent to
current functional performance.

Communication Status
Information regarding
communicative abilities
(language, articulation,
voice, fluency) affecting
educational performance.

Motor Abilities

Fine and gross motor coordination
difficulties, functional mobility, or
strength and endurance issues
affecting educational performance.

Transition Assessment

ISBE 34-57 B/C (7/07) [Parent/Guardian Consent For Evaluation/Reevaluation (Page 2 of 2)]
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SUBPART D: PLACEMENT

Section 226.300 Continuum of Placement Options

Each local school district shall, in conformance with the requirements of 34 CFR 300.39 and
300.115, ensure that a continuum of placements is available to meet the needs of children with
disabilities for special education and related services. With respect to the home instruction and
instruction in hospitals and institutions referenced in 34 CFR 300.39 and 300.115:

a)

b)

d)

9)

The child receives services at home or in a hospital or other setting because he or she
is unable to attend school elsewhere due to a medical condition.

When an eligible student has a medical condition that will cause an absence for two or
more consecutive weeks of school or ongoing intermittent absences, the IEP Team for
that child shall consider the need for home or hospital services. Such consideration
shall be based upon a written statement from a physician licensed to practice medicine
in all its branches which specifies:

1) the child’s condition;

2) the impact on the child’s ability to participate in education (the child’s
physical and mental level of tolerance for receiving educational
services); and

3) the anticipated duration or nature of the child’s absence from school.

If an IEP Team determines that home or hospital services are medically necessary, the
team shall develop or revise the child’s IEP accordingly.

The amount of instructional or related service time provided through the home or
hospital program shall be determined in relation to the child's educational needs and
physical and mental health needs. The amount of instructional time shall not be less
than five hours per week unless the physician has certified in writing that the child
should not receive as many as five hours of instruction in a school week.

A child whose home or hospital instruction is being provided via telephone or other
technological device shall receive not less than two hours per week of direct
instructional services.

Instructional time shall be scheduled only on days when school is regularly in session,
unless otherwise agreed to by all parties.

Services required by the IEP shall be implemented as soon as possible after the district
receives the physician’s statement.






LASALLE/PUTNAM COUNTY EDUCATIONAL ALLIANCE FOR SPECIAL EDUCATION
1009 Boyce Memorial Drive  Ottawa, IL 61350
PHONE/TDD: 815-433-6433 / FAX: 815-433-6164 / EMAIL: lease@lease-sped.org
Mary Jane Chapman, Executive Director Pam Carretto, Assistant Director

CONSENT TO RELEASE/ OBTAIN AND/OR EXCHANGE STUDENT INFORMATION

I, the parent or legal guardian of the student named below, hereby give consent for

to exchange (release/receive) the following information about the

(name of school district/agency)
following student: , with the following:
(Name of child/student)

(List the names and addresses of the organization/s including city, state and zip):

for the purpose of:

This release is valid for one calendar year from

(Date of release)

INFORMATION RELEASED (The most current record is to be released unless otherwise noted
by the date indicated next to the specific item below.)
Date: Educational Information Date: Other Evaluations/Information:
Academic Transcript Mental Health Assessments
Attendance Records Ocular
General Intelligence Psychiatric
Communication Status Neurological

Eligibility Report

IEP Report

Social/Emotional Status

Diagnostic and/or Screening Evaluations
Audiological

Physical Therapy
Occupational Therapy
Physical, Dental & Medical Evaluations
Substance Abuse
Summary of Care - Specify:

Summary of Academic Performance
Other - Specify:

Ongoing communications

I understand that my permission covers the release/exchange of permanent and/or temporary confidential
records and reports. | also understand that | have the right to inspect, copy and/or challenge the contents of
school records or limit this consent to specific records or portions of records that have been designated above.
| also understand that | have the right to request a hearing to determine the status of such information and that,
at any time during the period of permission granted, | may revoke this permission. Consequences to refusing
consent for releasing information could possibly result in incomplete educational planning and redundant and
unnecessary additional evaluation of the student.

Signature of Parent/Legal Guardian or (Student if 18 or older) Date

Revised date: September 4, 2008
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		I, the parent or legal guardian of the student named below, hereby give consent for _____________________



		I, the parent or legal guardian of the student named below, hereby give consent for: 

		to exchange releasereceive the following information about the: 

		with the following: 

		List the names and addresses of the organizations including city, state and zip 1: 

		List the names and addresses of the organizations including city, state and zip 2: 

		for the purpose of 1: 

		for the purpose of 2: 

		undefined: 

		Academic Transcript: 

		Mental Health Assessments: 

		Attendance Records: 

		Ocular: 

		General Intelligence: 

		Psychiatric: 

		Communication Status: 

		Neurological: 

		Eligibility Report: 

		Physical Therapy: 

		IEP Report: 

		Occupational Therapy: 

		SocialEmotional Status: 

		Physical, Dental & Medical Evaluations: 

		Diagnostic andor Screening Evaluations: 

		Substance Abuse: 

		Audiological: 

		Summary of Care - Specify: 

		undefined_2: 

		Summary of Academic Performance: 

		Ongoing communications: 

		Other - Specify: 

		undefined_3: 

		Date: 






Annual Goals and Benchmarks/Objectives

Method/Setting Title of Implementor(s)

Student Name: Goal
Date of Birth:

IEP Date:

Regular Education
Consultation

Present Level of Performance

Peer Performance/Learning Standard

Measurable Annual Goal

How will Progress be Measured?

[] Checklist [] Structured Observation [ ] Portfolio
[] Curriculum-Based Measure [_] Other:

[ ] Log/Journal

s |:| Isnot  moving at a pace to reach the annual goal.

Benchmark/Objective #1 Benchmark/Objective #3
Benchmark/Objective #2 Benchmark/Objective #4
Progress Report Statements to Parents Comments:
Date:
Chis |:| Isnot  moving at a pace to reach the annual goal.
Progress Report Statements to Parents Comments:
Date:
|:| Is |:| Isnot  moving at a pace to reach the annual goal.
Progress Report Statements to Parents Comments:
Date:
|:| Is |:| Isnot  moving at a pace to reach the annual goal.
Progress Report Statements to Parents Comments:
Date:

GGH Database Design © Copyright 2001

[S3: G1]




MMcLaughlin

Typewritten Text

9





		Student Name: 

		Date of Birth: 

		IEP Date: 

		Regular Education: 

		Consultation: 

		Direct Sp Ed Service: 

		Other: 

		Present Level of Performance: 

		Peer Performance: 

		Measurable Annual Goal: 

		Check Box11: Off

		Check Box12: Off

		Check Box13: Off

		Check Box14: Off

		Check Box15: Off

		Check Box16: Off

		Text17: 

		Text18: 

		Text19: 

		Text20: 

		Text21: 

		Text22: 

		Text23: 

		Text24: 

		Check Box25: Off

		Check Box26: Off

		Check Box27: Off

		Check Box28: Off

		Check Box29: Off

		Check Box30: Off

		Check Box31: Off

		Check Box32: Off






LASALLE/PUTNAM COUNTY EDUCATIONAL ALLIANCE FOR SPECIAL EDUCATION
1009 Boyce Memorial Drive Ottawa, IL 61350

HOMEBOUND/HOSPITAL INSTRUCTION
EVALUATION AND SERVICES I|.E.P.

Student Birth date Conference Date
School Resident District Grade Current Teacher
or Teachers

1. INITIAL REFERRAL:
Request Received for Homebound or Hospital Instruction -

(Date)

2. MEDICAL REPORT: (See page 4 of this packet):
Physician's statement received: Physician's estimated length of service: to

(Date) (Dates)

ATTACH THE DOCTOR'S REPORT (page 4) TO THIS FORM.

3. REVIEW OF CURRENT EDUCATIONAL STATUS AND ACADEMIC NEEDS:

A.  Summary of the Educational Components of this Student's Academic History in Regard to this Student's
Educational or Academic Status and Academic Needs:

B.  List the student's courses which require homebound or hospital instruction and/or related services and
indicate the current passing/failing status:

C. Strengths in the above areas (Use additional pages if necessary.)

D. Weaknesses - List areas where home or hospital instruction is necessary. (Use additional pages if
necessary.)





HOMEBOUND/HOSPITAL INSTRUCTION
EVALUATION AND SERVICES I.E.P.

4. ELIGIBILITY DETERMINATION:

A.QEligible for homebound or hospital services under the eligibility of

[__1 other Health Impairment
[__I Emotional Disturbance
1 Orthopedic Impairment
[___IOther (Please indicate.)

AN =

OR
B.QNot eligible under any handicapping category (If not eligible, briefly explain below.)

5. SERVICES - If eligibility is determined (A above), complete the following:

Description of Services:

This service is to begin on the date indicated below and terminate at the earliest date that the student is, by
medical opinion, able to resume regular attendance at school.

Beginning date - Est. ending date - Hours per week -

6. GOALS AND OBJECTIVES FOR HOMEBOUND OR HOSPITAL INSTRUCTION:

Please use the attached form for annual goals and benchmarks/short term objectives. Use as many of
these forms as are needed. (Sample goal: Student shall maintain academic skills to enable him/her to
maintain passing status and return to school with minimal difficulty. Sample objective: Student shall
complete academic assignments in mathematics at a satisfactory level.)

PARENTAL / LEGAL GUARDIAN RIGHTS:

1 Parents attended the IEP meeting, and "Parent's Rights" were discussed and offered.

[ Parents received the district initial/annual behavioral intervention policy notice.
[ Parents agree to waive the requirement of a ten (10) calendar-day interval before implementing this IEP.

PARENT SIGNATURE DATE

FEhAAEAARAAAAAAAKAAKAAXAAXAIAAIAAAAAAAAAAIAAIAAIAAIAAAAAAXAAAAXAAXAAAkAhkrAhkrhhkAhhkrhhkrhkrhkihkihkihkihhhihiiiiiiiiikiixk

The following required district personnel have developed this I.E.P.:

1. Title 4, Title
2. Title 5. Title
3. Title 6. Title

Please return this form to the L.E.A.S.E. office only if the student is currently being serviced under some special education
program or service. Otherwise, keep this form in the student's temporary record in your district.
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PHYSICIAN'S STATEMENT FORM
HOMEBOUND/HOSPITAL INSTRUCTION

As part of the continuum of services, public school children may receive educational service at home, in a
hospital or other setting, if a medical condition will cause an absence of two or more weeks of school, or
ongoing intermittent absences exceeding two weeks cumulative for whom school personnel determine that
such a program can be of educational benefit. Such consideration is based upon written statement from a
physician licensed to practice medicine in all its branches.

A. Student Identifying Data:

1. Student Name Birth date
2. Parent/Guardian Name
Address

3. School District of Residence

B. Physicians' Statement:

1. The physician estimates that the child's illness/injury will cause an absence of two or more
consecutive weeks of school, or ongoing, intermittent absences exceeding two weeks cumulative
during the current school year.

a) Physician's initial estimate of the length of time that the student will be unable to attend
school (either consecutive weeks or days or where intermittent absences may occur).

2. Physician's description of child's illness or injury:

3. Physician's estimate of how much instruction on a daily basis the child's illness/injury or
mental/emotional state will allow? (Note: Home/hospital instruction is to be a minimum of 5
hours/weekly, but may be less, upon a physician's statement indicated here.)

Physicians’ Signature Date
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		Birth date: 

		ParentGuardian Name: 
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		hoursweekly, but may be less, upon a physicians statement indicated here 2: 
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LASALLE/PUTNAM COUNTY EDUCATIONAL ALLIANCE FOR SPECIAL EDUCATION
1009 Boyce Memorial Drive Ottawa, IL 61350

PROCEDURES FOR HOMEBOUND/HOSPITAL INSTRUCTION

. The home and hospital program shall be provided to any child with a health or physical impairment
which, in the opinion of a licensed medical examiner, will cause an absence from school for more
than two (2) consecutive weeks, or intermittent absences exceeding 2 weeks cumulative and for whom
school personnel determine that such a program can be of educational benefit.

. The main requirement of the homebound/hospital case study is for the school to obtain either
directly from the parents or through a properly constituted release of information, a "written
statement from a medical doctor specifying the need for homebound or hospital instruction and
the anticipated duration (minimum of 2 weeks), or intermittent absences, of same'. See page 6 of
this packet. It is highly recommended that in all cases the school obtain a parent-signed release of
information form so that the school may communicate with the student’s doctor if the need arises.

Upon receipt of a request for student homebound or hospital instruction, a representative from the school
shall address all relevant domains and complete Form 34-57B '‘Parent/Guardian _Consent for
Evaluation™.

A review of the student's current educational status and academic needs is an evaluation requirement.
This is to be done by the student's teacher or teachers, principal, counselor, psychologist and/or social
worker as a group or by any one of the above individuals. The review should designate the courses the
student is taking that will require continued instruction in order to maintain a passing status. The
student's classroom teachers should be consulted to get their expectations, which may then be
subsequently used, for goals and objectives on the student's I.E.P.

. Upon completion of the attached "*"Homebound/Hospital Instruction Evaluation and Services LE.P."
form, the final eligibility decision shall be made by the I.E.P. team.

If a student is found eligible for homebound /hospital instruction, the ""Homebound/Hospital
Instruction and Services LE.P." form is completed. The district then contracts with a homebound or
hospital instructor who is a certified teacher.* A Type 39 substitute certificate does not qualify a person
to be a homebound/hospital instructor. *Students with disabilities being served require a certified
teacher who is credentialed in the area of the student's disability.

Home/hospital instruction shall not be less than five hours per week or generally one hour daily, unless
the physician has certified in writing that the child cannot physically, mentally or emotionally handle as
many as five hours weekly.

Send a copy of your homebound or hospital teacher’s certificate and social security number to the
L.E.A.S.E. office with a note asking us to put this homebound/hospital instructor’'s name on your
district's professional turnaround (LS.B.E. Form #50-66B) so that your district can receive special
education personnel reimbursement. Please be sure to indicate on your note that this request is
for a homebound/hospital teacher.

Additional forms needed to complete Homebound / Hospital LE.P.s for students with disabilities:

LS.B.E. 34-57 B - Parent / Guardian Consent For Evaluation (page 1 and 2)
L.E.AS.E. LE.P. form S-3 — Annual Goals and Benchmarks / Objectives;
LS.B.E. 34-57 E — Notification of Conference Recommendations

L.E.A.S.E. Release of Information Form





