
Yes No Student may return to school. 

Yes No N/A
Yes No N/A

Yes No 

Yes No N/A

Yes No N/A

 Transportation to and from school will be by parent 
or may continue by bus. Student is able to navigate bus steps safely 

Student is capable of walking with crutches a distance of greater than 500 feet  
If not, a wheelchair will need to be utilized. 

The parent indicates that the student has been independent at home with transfers, walking and/or using stairs. 

Student is able to self-propel wheelchair. 

Student has been instructed by MD office / PT / hospital, and is capable of transferring safely in and out of 
wheelchair as needed for bathroom, walking with assistance and/or maneuvering curbs/stairs.

Student will use crutches / wheelchair / walker / no assistive devices (please circle one or more) for mobility. 

Student’s weight bearing status is: _____Non weight bearing _____Toe touch only _____Full weight bearing 
_____Partial weight bearing (explain)________________________________________________________________ 

Yes No 

Student Name: DOB: 

Impaired Mobility Health Care Provider Orders 

Any additional comments or restrictions: _____________________________________________________________ 

______________________________________________________________________________________________________ 

Physician’s Name ___________________________________  Phone Number_________________________________ 

Date_________ Physician’s Signature 

I understand that it is my responsibility to furnish all mobility supplies (if applicable) and communicate with the School Nurse 
to keep this information current. I understand that to properly develop a health care plan, the School Nurse may require 

clarification from the health care provider to assist them in the treatment activities above. I understand that the health care 
provider may disclose protected health information in consultation with the School Nurses. All information obtained will 
remain confidential and be available on a need-to-know basis only to those individuals who are involved in providing your 

child’s health and educational needs at school. 

Goal: Safe ambulation/ability to move around school environment during school hours, and to prevent further injury.

Diagnosis: Impaired Mobility due to:  

Approximate duration of accommodations ____________________________________________________________

______________________________________________________________

Does student have a follow-up appt If Yes, when is appt? __________ 

Date______________________________________________________________________________________________________Parent / GuardianSignature:

__________________________________________________________________

___________________________________________________________________________________

Springs Empower Academy                                                                                                                     615-237-7170 


