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THE SCHOOL BOARD OF BREVARD COUNTY, FLORIDA
REQUEST/AGREEMENT FOR EXCUSED ABSENCES FOR THE
TREATMENT OF AUTISM SPECTRUM DISORDER

Directions: Please use this form to request excused absences for the treatment of Autism Spectrum
Disorder (ASD). Appointments for a therapy service provided by a licensed health care practitioner or
behavior analyst certified pursuant to Florida Rule 6A-1.09515, Florida Administrative Code, for the
treatment of autism spectrum disorder including, but not limited to, applied behavioral analysis, speech
therapy, and occupational therapy are considered excused absences with the provision of proper
documentation.

Student Name: Date:

School: Grade:

Parent/Legal Guardian’s Name:

Parent/Legal Guardian’s Address:

Parent/Legal Guardian’s Phone:

Home Work Cell

Licensed Practitioner/CBA Information:

Practitioner/CBA Name: Title:
Business Name: Phone:
Address:

Type of Service: State License Number:
Therapy Plan:

Day(s) per week:

Time of day:

Beginning date: Ending date:
Practitioner/CBA Name (Printed) Practitioner/CBA Signature Date
11/21/2018 Request for Excused Absence for Treatment of Autism Spectrum Disorder
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Agreement:

I understand that the District has the responsibility to determine student progression according
to progress based on grade level standards based instruction according to the students IEP. I
agree to the following.

e Provide the school with prior notice of all appointments

e Carefully schedule appointments at times which will minimize the amount of instruction
missed

e Agree for my student to make up work missed during absences
e Acknowledge that chronic absenteeism is defined as missing more than 10% of school,
including excused absences and is often a predictor of students dropping out of school.

I have received a copy of Procedural Safeguards from the school.

Parent/Legal Guardian Name (Printed) Parent/Legal Guardian Signature Date

Administrative Approval:

O Approved for School year

OO Not approved

Notes and/or Explanation :

Principal Signature Date

This Request/Agreement is valid until the end of the current school year. It must be renewed prior to the start of each
subsequent school year.

11/21/2018 Request for Excused Absence for Treatment of Autism Spectrum Disorder
PF/IR
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