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# Of Students with Down’s Syndrome                              Campus        Date Submitted       ___________________  
 

Name* Age 
Medical 

Exam Date 
Result 
(+ or -) Recommendations 

Medical Doctor’s 
Name 

                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    
                                    

*Does the family need financial assistance to complete this requirement? 


