
   CHICAGO PUBLIC SCHOOLS      
H. Serv. 110B

Com. No. 307 

MEDICAL REPORT 

Date ______________ 

______________________________________________________________________________ 
(LAST NAME)         (FIRST) (MIDDLE)       (BD)          (ID #)        

______________________________________________________________________________ 
(HOME ADDRESS)        (ZIP CODE)            (TELEPHONE) 

________________________________________________________________________________________________________ 
(PARENT’S/ GUARDIAN’S NAME)      (TELEPHONE)        (SCHOOL) 

Diagnosis and Prognosis: 

Recommendations: 

Physician’s Name______________________________ Hospital Affiliation _____________  
        (Please print or type) 

Address ________________________________Telephone # ___________Fax #__________ 

Physician’s Signature ______________________________________ Date ______________  
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