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Consent Agenda Item (Action Item):

Approve the submission of notice to KDE for Students with Disabilities who require a shortened
school day or school week based upon their IEP and physician recommendation for the 2024-
2025 school year.

Applicable State or Regulations:
707 KAR 1:320 Individual Education Program (Statutory Authority: KRS 156.070, 156.060,
157.220 and 167.015

Fiscal/Budgetary Impact:
None

Historv/Background:

Each Admissions and Release Committee (ARC) shall ensure that the length of the instructional /
school day for each child or youth with a disability is the same as for children without disabilities
except as specified in an Individual Education Plan (IEP) or 504 plan. An ARC may determine
that the length o the school day can be changed for a child or youth if the medical condition
(provided by the physician) of the child or youth indicates that the instructional day or week
needs to be altered based upon written evidence. The local education agency shall submit
request for shortened school day to the local Board of Education for approval prior to
notification to the Kentucky Department of Education. Board action shall be subject to
confidential requirements. Admissions and Release Committees at Prestonsburg Elementary,
Allen Elementary School, May Valley Elementary, Duff Allen Central Elementary and South
Floyd Elementary have addressed recommendations involving a shortened school day / week for
students enrolled at these schools.

Recommended Action:

The Floyd County Board of Education approves a shortened school day / week for a student with
special needs as specified in the student’s respective IEP or 504 plans as recommended by the
Admissions and Release Committee.

Contact Person(s):
Cinda Francis, Chief of Special Education 606.886.2354
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Principay irector Super@endent

Date:
2-3-2025

The Floyd County Board of Education does not discriminate on the basis of race, color, national origin, age, religion, marital status, sex,
or disability in employment, educational programs, or activities as set forth in Title IX & VI, and in Section 504.
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Evidence must be submitted from 2 physician and an Adris “'1‘ ns and Releass Committeo th order to defetmine
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to be provided to the ARC by the physician of the child oz yofjth in order to 2ssist in making determination.

Student Name: | Date of Birth: __,

-

1. A statement that specifies why a shortened school ‘ ay/week is required j i

. - Describing the medical condition of the chilg for youth and
b. Describing the impact of the medical condi qj
participate in e fall instructional day/weel. [}l

on on the ability of the chll or youthito .

_._..u=.

FRLG "!’.Lu Ap { A :.L;u!'.f"_:_s/ AN Kt L | AﬁA-&i’q
W’W ﬁ-’e Aag doga 2 /fl"_ u.l.‘ll /L.,fu..u_‘ ”'- Al A{,&‘
v | :
_Mmmm%&/_ea i e xéwwa Jetsa - T7eged bejaly
N . 0L 205 s b Enl
2. The antiicipated duration of the neeq for an alteredjlength of sch "7 [ Lrimes .
Wf/ 7‘ & u‘l“ﬂ

. (i
Mmﬁﬁyﬁo’ Ml
m’. /7 p o £ D
3. Any harmfnl eﬂ‘ects on the child or %ﬁh if he lengih of the nchooldayiweekzdnotaltered :
.- ALe L0 vl lr .ﬁL G/

T 4/;%
f’@"% G, UnhY e endeg

l
4 ’; J i, fotese e Hils
_Qhxedy. 4 M 4 usfe © du't Dol nal Me//&»ag}(w#@k
ﬁ%ww bwd), dp faled bz 7 ,] a7 i %:6/ ¢ hs Alning
Shertc Aaue Leen /Wm ﬂla
i
Physdcsan'a Signatore '. ;7 7 Dste '
' - ' . I* ;
Physictan’s Name ~ Printed or Typed . l i —'l‘dephone Numbder 5 —_
Physician’s Mailing Address: - " f
. - Striglt or Post Office Box . ,
/ :
City ’  State ZipChle ¢
MANMOHAN P. POTHULOORI, M.D.
DER #BP2140515 z

LIC #43327 ?

. Es




FLOYD COUNTY BOARD OF EDUCATION
OHice of Superintendent
442 KY RT 559
Eastern, KY 41622 .
Telephone {606) 886-2354 Fax (606) B86-4550
www.iloyd.kyschools.us

LENGTH OF SCHOOL DAY/WEEK ~ PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committee in order to determine
approval or disapproval for waivers related to length of school day/week. The information described below is
to be provided 1o the ARC by the physician of the child er youth in order to assisi in making determination.

Student Name:_'__ Date of Birth: .

1. Astatement that specifies why a shortened school day/week is required
a. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or youth to

participate in a full instructional day/week.
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FLOYD COUNTY BOARD OF EDUCATION
Office of Superintendent
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Eastern, iKY 41622
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LENGTH OF SCHOOL DAY/WEEK - PHY. SICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissjons and Release Commitiee in order to determine
approval or disapproval for waivers related to Iength of school day/week, The information described below is
to be provided to the ARC by the physician of thv: child or youth in order to assist i making determination.

Student Name —  Date of Birth:
1. A statement that specifies wity a shortened school day/week is requised
a. Describing the medical condition of the child oy youth and
b. Deseribing the impact of the medical condition on the ability of the child or Youth to
participate in a full instructional day/week,

2. The anticipated duration of ihe need for an altered length of school day/week
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FLOYD COUNTY BOARD OF EDUCATION
Office of Superintendent
442 KY RT 550
Eastern, KY 41622
Telephone (606) 886-2354 Fax (606) 886-4550
www.floyd.kyschools.us

LENGTH OF SCHOOL DAY/WEEK - PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committee in order to determine
approval or disapproval for waivers related to length of school day/week. The information described below is
to be provided to the ARC by the physician of the child or youth in order to assist in making determination.

Student Name:_ o _ Date of Birth:

1. A statement that specifies why a shortened school day/week is required
a. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or youth to
participate in a full instructional day/week.

2. The anticipated duration of the need for an altered length of school day/week
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3. Any harmful effects on the child or youth if the length of the school day/week is not altered
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Office of Superintendent
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LENGTH OF SCHOOL DAY/WEEK — PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committee in order to determine
approval or disapproval for waivers related to length of school day/week. The information described below is
to be provided to the ARC by the physician of the child or youth in order to assist in making determination.

Student Name:__ ‘Date of Birth: .
L

1. A statement that specifies why a shortened school day/week is required
a. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or youth to

participate in a full instructional day/week.
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2. The anticipated duration of the need for an altered length of school day/week
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LENGTH OF SCHOOL DAY/WEEK ~ PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committee in order to determine
‘The information described below is

approval or disapproval for waivers related to length 6f school day/week.
ist in making determination.

to be provided to the ARC by the physician of the child or youth in order to 8ss!
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FLOYD COUNTY BOARD OF EDUCATION
Office of Superintendent
442 KY RT 550
Eastern, KY 41622
Telephone (606) 886-2354 Fax (606) 886-4550
www.floyd.kyschools.us

LENGTH OF SCHOOL DAY/WEEK - PHYSICIANS STATEMENT
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approval or disapproval for waivers related to length of school day/week. The informat
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Student Name:_ __ Date of Birth:

I. A statement that specifies why a shortened school day/week is required
4. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or yeuth to
participate in a full instructional day/week.
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Office of Suparintandent
442 KY RT 550
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LENGTH OF SCHOOL DAY/WEEK — PHYSICIAN'S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committee in order to determine
approvsl or disapproval for waivers related to Iength of schaol day/weck. The information described below is
to be provided to the ARC by the physician of the child or youth in order to assist in making detexmination.

Date of Birth:

Studept Name:

1. A statement that specifies why a shortened schoo! day/week is reguired
8. Describing the medical conditdon of the child or youth and
b. Describing the impact of the medica! condition om the sbiltify of the child or youth to

participate in » full instructionz) day/fweek.
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FLOYD COUNTY BOARD OF EDUCATION

@u\ Office of Superintendent
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N L [H/OF SCHOOL DAY/WEEK — PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committee in order to determine
approval or disapproval for waivers related to length of school day/week. The information described below is
to be provided to the ARC by the physician of the child or youth in order to assist in making determination.

Date of Birth: _

Student Name:

1. A statement that specifies why a shortened school day/week is required

a. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or youth to

participate in a full instructional day/week.
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FLOYD COUNTY BOARD OF EDUCATION
Office of Superintendent
442 KY RT 550
Eastern, KY 41622
Telephone (606) 886-2354 Fax (606) 886-4550

www.floyd. kyschools.us
LENGTH OF SCHOOL DAY/WEEK - PHYSICIAN’S STATEMENT

Evidence must be submitted frotn a physician and an Admissions and Release Committee in order to determine
approval or disapproval for waivers related to length of school day/week. The information described below is
to be provided to the ARC by the physician of the child or youth in order to assist in making determination.

Student Name: _ Date of Birth: __ o

1. A statement that specifies why a shortened school day/week is required
a. Describing the medical condition of the child or youth and
b. Deseribing the impact of the medical condition on the ability of the child or youth to

participate in a full instructional day/week.
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2. The anticipated duration of the need for an altered length of school day/week
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3. Any harmful effects on the child or youth if the length of the school day/week is not altered
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'l L DAY/WEEK - PHYSICIAN’S STATEMENT

kl 4

Evidence must be submitted from Eﬁ'ﬁiaysician and an Admissions and Release Committee in order to determine
approval or disapproval for waivers refated to length of school day/week. The information described below is
to be provided to the ARC by the physician of the child or youth in order to assist in making determination.

Student Name: . . Date of Birth: _ s

i o

1. A statemeat that specifies why a shortened school day/week is required
a. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or youth to
participate in a full instructional day/week. -~
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2. The antitipated duration of the need for an altered length of school day/week

Mmda._t\’_ﬂﬁm%\n Eﬂdmﬂ ¥om - 13:30pm

3. Any harmful effects on the child or youth if the length of the school day/week is not altered
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: Offica ofSupwntandent
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- R Eastnrn. Ky 41522
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‘ | ’NGTH OF SCHOOL DAY/WEEK - PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Relcase Commiiice in order to dctermine
approval or disapproval for waivers related to length of school day/week. The information described below is
to be provided o the ARC by the physician of the child or youth in order to assist in making determination.

Student Name:__ B Date of Birth;

1. A statement that specifies why a shortened school day/week is required
a. Describing the medical condition of the child or youth and
b. Describing the impact of the medical condition on the ability of the child or youth to

participate in a full instructional day/week,
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2. The anticipated duration of the necd for an altered Iength of school day/week
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3. Any harmful cffects on the child or youth if the length of the school day/weck is not altered
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FLGYD ‘COUNTY. BBARD OF EDUCAT!{JN
Office of Supaﬂniendent
442 KY RT 550
Eastaru. KY 41522 _
Telephone: (606) 835-2354 Fax {6D6) 886-8550
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NGTH OF SCHOOL DAY/WEEK — PHYSICIAN’S STATEMENT

Evidence must be submitted from a physician and an Admissions and Release Committec in order to determine
approval or disapproval for waivers related to length of school day/week. The information described below is
1o be provided to the ARC by the physician of the child or youth in order to assist in making determination.

Student Name: Date of Birth: -

1. A statement that specifies why a shortened school day/week is required
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