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POST SURGICAL AND/OR HOSPITAL REPORT
Please Return ____________________________________
_____________________________________

                     


(School)




(Address)

Child’s Name ___________________________________ Parent’s Name __________________________

Home Address _________________________________________________________________________

PLEASE COMPLETE REMAINDER OF THIS SHEET
_______________________________________________________________________________________________________

​​​​Hospitalized from _______________________________ to _____________________________________




           (Date)                                                                    (Date)

Hospital _________________________________ Diagnosis ____________________________________

SURGICAL PROCEDURES PERFORMED:

___________________________________________________________________ Date ______________

___________________________________________________________________ Date ______________

MAY RETURN TO SCHOOL ON ____________________________







(Date)

Activity/dietary restriction such as:





Yes
No

Modified gym program
___
___


Recreational swimming
___
___


Use of stairs


___
___

________________________________________

Physician’s Signature

Telephone: 708-481-6100


TDD: 708-481-6100


Fax: 708-481-5713





SPEED S.E.J.A. #802


1125 Division Street


Chicago Heights, Illinois 60411-2491
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