
 1801 Spring Garden St. 
Philadelphia, PA 19130 
215.563.9192 

Please let us know if your child has any special needs (nutritional, medical, 
developmental, and behavioral) which require our attention. 

Child’s Name:_______________________________________________________ 

Parent Name(s):______________________________________________________ 

Name of physician or therapist: _________________________________________ 

Address: _____________________________  Phone Number: ________________ 

Diagnosis of child’s condition: ___________________________________________ 

___________________________________________________________________   

______________________________________________________________________ 

Simple explanation of how the condition affects the child’s care and/or education. 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
 

Special Instructions: 
______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
 
Who should be involved in planning and evaluation for this child?  

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
 

How often should a follow-up evaluation of progress be done? 

______________________________________________________________________ 

______________________________________________________________________ 
Signature __________________________________    Date _____________________ 
 

Physician/Therapist Signature   _____________________ Date _______ 
 

3501 North 17th St. 
Philadelphia, PA, 19140 
215.226.1000 

info@springgardenacademy.org 

www.springgardenacademy.org 

  

 


