Keystone Learning Services
REQUEST FOR TRANSPORTATION
Special Needs Students
School Year 200__ to 200__

0
KEYSTONE

LEARNING SERVICES

STUDENT NAME:

DATE:

DOB:

HOME DISTRICT and SCHOOL:

GRADE:

RECEIVING SCHOOL DISTRICT TRANSPORTED TO (if different) AND SCHOOL.:

TRANSPORTATION DIRECTOR OF HOME SCHOOL AND TELEPHONE NUMBER

RECEIVING CLASSROOM TEACHER AND PROGRAM BEGINNING DATE

HOURS OF PROGRAM OR SCHOOL

We must have the information below to assure that your student will receive prompt emergency
care in case of necessity. Please complete all of the blanks below. If you do not have a family
physician, write none in the blank. If you do not have a preference of hospital indicate this by
writing “no choice” and student will be taken to nearest hospital available for emergency
treatment. School districts whenever possible before any emergency treatment will notify

parents.

1. Parent Name (Print) Work Phone Cell Phone

2. Parent Name (Print) Work Phone Cell Phone

Babysitter/Day Care Name and Telephone Number

HOME ADDRESS Family Physician Family Hospital

Pickup Point if different than home

Return Address if different than home



Describe any physical, emotional and/or behavioral conditions and communication methods
which would affect transportation.

__ Wheelchair _ Car Seat _ Chest Harness _ Bus Lift _ Booster Seat  Tray
__Personal Care Attendant __ Adductor in Place __ Communication

___ Other (Specity)

Positioning and handling requirements

Medications and Side Effects

Equipment that must be transported on bus: _ Oxygen __ Wheelchair __ Other _ None

PLEASE COMMUNICATE ANY CHANGES IN ADDRESS, PHONE, OR ABOVE
DATA TO TRANSPORTATION DIRECTOR AND RECEIVING PRINCIPAL.

IF ANY PROBLEMS ARISE or TRANSPORTATION NEEDS CHANGE, PLEASE
CALL THE TRANSPORTATION DIRECTOR AND RECEIVING PRINCIPAL.

Five copies should be made: (Parent/Guardian, Transportation Office of home district,
Receiving Teacher, Keystone Records, and Receiving Principal)



