Edmonson County Schools

Home/Hospital Instruction Application
Directions

1. Parents/Guardians fill out Section I

2. Appropriate Medical Professionals fill out Section II

3. Return to the Edmonson County Board of Education

4. Home/Hospital Placement Committee fills out Section III

5. Home/Hospital teacher will contact Parents/Guardians to arrange instruction

Notes

a. Home/Hospital instruction consists of two 90 minute home visits for every five days attendance.

b. Home/Hospital placement must be at least 5 days.

c. Services cannot start until all parties above complete form.

d. An adult must be present during home/hospital visits.

e. Mental Health Placement must be recommended by a mental health professional.

f. While complications of pregnancy can result in a home/hospital placement, a diagnosis of pregnancy cannot.

g. Participation in extra-curricular activities is not allowed while enrolled in the home/hospital program.

f. Students may not work while enrolled in the home/hospital program.

If you have any questions, please contact:

Home Hospital Supervisor

Edmonson County Board of Education

P.O. Box 129

100 Wildcat Way

Brownsville, KY 42210

(270) 597-2101
brian.alexander@edmonson.kyschools.us
Regulations Concerning Home/Hospital Instruction

   704 KAR 7:120. Home/hospital instruction.
 
      RELATES TO: KRS 159.030, 160.290
      STATUTORY AUTHORITY: KRS 156.070, 156.160, 157.220
      NECESSITY, FUNCTION, AND CONFORMITY: KRS 156.070 requires the Kentucky Board of Education to establish policy or act on all matters relating to the administrative responsibility of the Department of Education. KRS 156.160 requires the Kentucky Board of Education to promulgate administrative regulations establishing standards which school districts shall meet in student, program, service, and operational performance. KRS 157.220 requires the Kentucky Board of Education to promulgate administrative regulations for the proper administration of KRS 157.200 to 157.280 concerning special educational programs. KRS 159.030 provides exemptions from compulsory attendance for students whose physical or mental condition prevents or renders inadvisable attendance at school or application to study. This administrative regulation establishes minimum requirements for home/hospital instruction programs.
 
      Section 1. General Provisions. A local board of education shall operate a program for home/hospital instruction for children of school age pursuant to KRS 157.270 and the criteria listed below.
 
      Section 2. Eligibility for Home/hospital Instruction. (1) A child or youth shall be provided home/hospital instruction if the condition of the child or youth prevents or renders inadvisable attendance at school as verified by a signed statement in accordance with KRS 159.030(2).
      (2) The Home/Hospital Review Committee shall accept and review applications to determine student eligibility for home/hospital services. This committee shall consist of a local director of pupil personnel, a home/hospital teacher or home instruction program director, medical or mental health personnel, and other professionals relevant to the application being reviewed.
      (3) Eligibility for home/hospital instruction for students with disabilities shall be determined by the Admissions and Release Committee (ARC) in accordance with the Individual Education Program (IEP), with the services being determined to be in the least restrictive environment. The ARC decision for home or hospital instructional services eligibility shall be based on appropriate documentation of student need, including medical or mental health evaluation information. The ARC chairperson shall provide written notice of this eligibility and documentation to the local director of pupil personnel for purposes of program enrollment.
      (4) An application for mental health reasons may be considered if completed by a licensed psychologist or psychiatrist.
      (5) A student referred for home/hospital instruction and not in attendance at school shall not be counted for average daily attendance (ADA) prior to the date on which eligibility for such services is approved.
      (6) An application for home/hospital instruction shall be accepted only for a student for whom there is an expectation of an inability to attend regular school for more than five (5) consecutive school days.
      (7) Eligibility for home/hospital instruction shall cease if the student works or participates in athletic activities.
 
      Section 3. Temporary Placement for Children or Youth on Home/Hospital Instruction. (1) Pursuant to its authority established in KRS 160.290, a local board of education shall implement referral and placement procedures in accordance with local board policy for children or youth with temporary conditions, including fractures, surgical recuperation, or other physical, health, or mental conditions.
      (2) The condition of pregnancy shall not be considered a physical or health impairment in and of itself, and the nature and extent of any complication shall be delineated prior to consideration of home/hospital instruction for this condition.
      (3) A student with a recurring condition, which results in periods in which the need for home/hospital instruction is intermittent and the student is able to attend school for short periods, may be exited and reentered on home/hospital instruction, and the following shall apply:
      (a) Initial approval by the home/hospital instruction review committee shall be required;
      (b) The review committee shall review the need for an alternative schedule of services based on verification by the professional statement in the application for home/hospital instruction of the need for intermittent services;
      (c) If a health professional who completed the initial application for a student to be served on home/hospital determines the student needs additional time for services, the health professional shall submit a written statement, either mailed or faxed, to the Director of Pupil Personnel, requesting additional time up to two (2) weeks for services and provide a brief explanation for the extension;
      (d) The home/hospital review committee shall meet to review this extension and either approve or deny the request for an extension, prior to provision of any extended services;
      (e) The home/hospital instruction review committee shall review intermittent placement at least every six (6) months, and at that time a statement from a second professional, shall be required for continued program eligibility; and
      (f) The parent or student shall notify the principal or director of pupil personnel prior to the need for school reentry or to exit to home/hospital instruction. Failure to provide this notice to school staff may terminate the student's eligibility for home/hospital instruction and the student shall return to regular school attendance.
 
      Section 4. Extended Placement for Children or Youth on Home/Hospital Instruction. (1) A local board of education shall implement referral, placement, and review procedures for children or youth whose physical or mental health condition results in placement in a home or hospital setting more than six (6) months.
      (2) For secondary students served on home/hospital instruction for extended periods, a local board of education shall adopt a policy regulating the amount of credits that may be earned per semester towards graduation while served on home/hospital instruction, pursuant to the board's authority established in KRS 160.290.
      (3) For students on extended placement, the use of Kentucky Virtual High School (KVHS) or other electronic instruction, as approved by the local board of education, may be considered as a mechanism to continue course credit.
      (4) The use of Kentucky Virtual High School (KVHS) or other electronic instruction, as approved by the local board of education, shall be in addition to the minimum of two (2) one (1) hour visits per week.
      (5) For a child or youth who is exempted from school attendance more than six (6) months, the board shall require evidence in accordance with the provisions of KRS 159.030(2). A mental health condition shall not be regarded as chronic physical condition and shall require two (2) signed statements for exemptions beyond six (6) months.
      (6) The exemption shall be reviewed annually with a plan and timeline developed for returning the child or youth to school or documentation maintained verifying why return is not feasible, in accordance with the requirements of KRS 159.030(2).
 
      Section 5. Home/Hospital Instruction Operation. (1) In addition to the teacher and student, an adult shall be present in the home/hospital room during the time the home/hospital instruction teacher is present.
      (2) A home/hospital instruction teacher shall complete a visitation and planning schedule on a weekly basis. This schedule shall include specific times for instruction, travel, planning and conferences. A copy of this schedule shall be on file in the central office.
      (3) Attendance records and services descriptions shall be maintained and summarized on an annual basis on the home/hospital program form for submission to the department at the end of each school year.
      (4) The school's records of daily attendance and the teacher's monthly attendance reports shall be maintained and summarized on a monthly basis as to home/hospital instruction.
      (5) Pursuant to its authority established in KRS 160.290, a local board of education shall develop timelines for determination of student eligibility for home/hospital instruction, provision of services if eligible, and for committee review of continued eligibility at least every six (6) months or sooner as needed, except as provided in KRS 159.030. The home/hospital instruction committee may schedule a review of continued student eligibility for home/hospital instruction at any time based on changes in the student's condition.
      (6) A teacher serving students in a home instruction shall not exceed a caseload of twelve (12) students. A teacher on hospital instruction shall not exceed a caseload of fifteen (15) students. For a teacher serving a combination of home and hospital students, the caseload maximum shall be determined by the setting in which the majority of his students are served.
      (7) Children or youth with communicable diseases found eligible for home/hospital instruction may be served by alternative means such as correspondence, computer assisted instruction, or video during the period of contagion, if documentation from a health professional verifies the student's condition poses a serious health threat to a home/hospital teacher providing regular visitation.
 
      Section 6. Incorporation by Reference. (1) "Application for Home/Hospital Instruction," dated January 1, 2005, is incorporated by reference.
      (2) This material may be inspected, copied, or obtained, subject to applicable copyright law, at the Office of Special Instructional Services, Department of Education, 8th Floor, Capital Plaza Tower, 500 Mero Street, Frankfort, Kentucky, Monday through Friday, 8 a.m. to 4:30 p.m. (19 Ky.R. 2539; Am. 20 Ky.R. 98; 764; eff. 10-7-93; 21 Ky.R. 2248; eff. 5-4-95; 28 Ky.R. 1695; 2204; eff. 4-15-2002; 31 Ky.R. 1357; 1659; eff. 4-22-05.)
Application for Home/Hospital Instruction

(please type or print neatly)

Parent/Student Information

Section I

To be completed by the parent (s) /guardian (s) prior to full completion by the licensed medical or mental health professional.

School District ______________________________________ School __________________________________

Grade ________________________ County of Residence____________________________________________

Last Date Attended _____________________________________ Special Education Student _____ Yes_____No 

Name of Student _______________________________________________ Date of Birth___________________

Address of Student ___________________________________________________________ Zip Code________

Sex ______ Race _______ Social Security # __________________________ Telephone #__________________

Full Name of Father/Guardian ______________________________________Work Phone__________________

Full Name of Mother/Guardian _____________________________________ Work Phone__________________

List any Special Education Programs in which your son or daughter may be enrolled:_______________________

___________________________________________________________________________________________

Directions to Student’s Home___________________________________________________________________ ___________________________________________________________________________________________

Pursuant to KRS 159.030, Section (2), before granting an exemption under paragraph (d) of subsection (1) of this section, the board of education shall require satisfactory evidence, in the form of a signed statement of a licensed physician, advanced registered nurse practitioner, psychologist, psychiatrist, chiropractor or public health officer, that the condition of the child prevents or renders inadvisable attendance at school or application to study. On the basis of such evidence the board may exempt the child from compulsory attendance.  Eligibility for home/hospital instruction for students with disabilities shall be determined by the Admissions and Release Committee (ARC) in accordance with their Individual Education Program (IEP). In lieu of this application, the ARC chairperson shall provide written notice of this eligibility to the local Director of Pupil Personnel (DPP) for purposes of program enrollment. 

Any child who is excused from school attendance more than six (6) months must have two (2) signed statements from two different local health personnel which can be a combination of the following professional persons: a licensed physician, advanced registered nurse practitioner, psychologist, psychiatrist, chiropractor and health officer. If a medical professional certifies that a student has a chronic physical condition unlikely to substantially improve within one (1) year, then the one signed statement is sufficient for services that extend beyond six (6) months. This exception does not apply to students with mental health conditions. 

Exemptions of all children under the provisions of subsection (1) (d) of this section must be reviewed annually with the evidence required being updated, except that children with disabilities certified by a medical professional to have a chronic physical condition unlikely to substantially improve within three (3) years may continue to be eligible for home/hospital instruction services, based on the admissions and release committee’s (ARC) annual review of documentation to determine if updated evidence is required. Updated documentation of evidence of need for home/hospital services for children with chronic physical conditions shall be provided as requested by the ARC, or at least every three (3) years.

Pursuant to 704 KAR 7:120, the condition of pregnancy is not to be considered a physical or health impairment in and of itself, and the nature and extent of any complication shall be delineated prior to consideration of home/hospital instruction for this condition.

RELEASE OF INFORMATION

I understand that the Home/Hospital Review Committee may request a review of the information provided on these forms by local health personnel. I hereby authorize this committee to have access to pertinent information regarding this request.

     ______________________________
_______________

                        




Parent/Guardian Signature


Date

Application for Home/Hospital Instruction

Professional Statement

Section II

This section is to be filled out by the authorized medical or mental health professional.

It shall be determined that a child or youth is to be provided home/hospital instruction if the condition of the child or youth prevents or renders inadvisable attendance at school as verified by signed professional statement in accordance with KRS 159.030 (2) and 704 KAR 7:120.

Please Note: Home Instruction (homebound) is short-term instruction provided in a home or other designated site for a student who is temporarily unable to attend school. According to state guidelines, two hours of home instruction each week is the equivalent to one full week of school attendance. Home instruction is not designed to take the place of a more appropriate school placement. 

Name of Student  _____________________________________________________________________________________

Please check one of the following:

_____ 
The student can attend school without any type of modifications or special provisions.

Comments____________________________________________________________________________________

_____ 
The student can attend school only with modifications or special provisions.

Describe Modifications Needed___________________________________________________________________

_____________________________________________________________________________________________

_____ 
The student is unable to attend school at this time due to health concerns, and I do support Home/Hospital

instruction (If checked, please complete the rest of this section).

______ I do / _______ do not support home/hospital instruction for this student. If you do not support home/hospital instruction at this time, please state your concerns and/or recommendations: ________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

If you do support home/hospital instruction at this time, please fill out the rest of Section II 

Diagnosis ______________________________________________ Prognosis     Good _______ Fair _______ Poor______

Specific reason (s) why the student is unable to attend school at this time: ________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________

How long have you been seeing the patient for the diagnosis listed? _____________________________________________

Approximate length of time student will need Home/Hospital Instruction ________________________________________

Please summarize test and all other data collected that supports the need for Home/Hospital Instruction at this time.

___________________________________________________________________________________________________

___________________________________________________________________________________________________

What is the treatment plan for the patient? _________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

What is the expected duration of treatment? ________________________________________________________________

_____ Check here if this student has a chronic physical condition that is unlikely to substantially improve within one year. 

What ancillary services are involved in treatment? ___________________________________________________________

___________________________________________________________________________________________________

List consultants/specialist to whom this student has been referred.

Name





Specialty




Phone

___________________________________
_________________________________           ______________________

___________________________________
_________________________________           ______________________

___________________________________
_________________________________           ______________________

Will you be following the patient? _____ Yes _____ No   If not, who will?

Name: ________________________________________________ Phone Number:________________________________

Address: ____________________________________________________________________________________________

Anticipated date of student’s return to school: ______________________________________________________________

What are your recommendations to assist this student in his/her return to school? __________________________________

___________________________________________________________________________________________________

__________________________________________________________________________________________​_________

Remarks/Comments: __________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________     _______________________________   ________________________

            Signature of Licensed Professional
               
        Title


              Date 


Please Print or Type Name of Professional: ________________________________________________________________

Office Address _________________________________________________ 
Phone Number _____________________

______________________________________________________________
Fax Number _______________________

______________________________________________________________

Application for Home/Hospital Instruction

Home/Hospital Review Committee
Section III

This section is to be completed by the Home/Hospital Review Committee.

Name of Student  ______________________________________________________________________________________

Date Application Received: _____________Approved _____________Denied _____________Incomplete______________

If approved, date services will be from ________________________________until ________________________________










                               
(Review Date)

If eligibility for services denied, reason for denial ___________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

If incomplete application, type of additional information requested ______________________________________________

___________________________________________________________________________________________________

Date of Request __________________________Person Contacted _____________________________________________

Signatures of Committee Members:

Director of Pupil Personnel _________________________________________________________________________

Date

Home/Hospital Services Teacher 

or Program Director  ______________________________________________________________________________


Date

Local Medical or Mental Health Personnel ____________________________________________________________

Date

Comments: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
