
Special Education Department                                                                                                                                                        

Physician’s Diagnostic Information Report-Traumatic Brain Injury 

Student __________________________________________________________________Date ________________                      

School ____________________________________________ DOB _____________ Age_____ Grade____________                      

Parent _________________________________________________________ Ph ____________________________ 

The Texas Administrative Code requires that a physician be involved as a part of the diagnostic or multidisciplinary team in a case where children 

referred for special education may have a traumatic brain injury. We would appreciate your cooperation in giving us the following information, 

which is needed to determine if the student meets eligibility criteria for a disability condition under IDEA.   

Traumatic Brain Injury- Based on my examination, this student appears to have an acquired injury to the brain caused by an external physical force, 

resulting in total or partial functional disability or psychosocial impairment, or both, that adversely affects a child’s educational performance. 

Traumatic brain injury applies to open or closed head injuries resulting in impairments in one or more areas, such as cognition; language; memory; 

attention; reasoning; abstract thinking; judgment; problem-solving; sensory, perceptual, and motor abilities; psychosocial behavior; physical 

functions; information processing; and speech. Traumatic brain injury does not apply to brain injuries that are congenital or degenerative, or to 

brain injuries induced by birth trauma.   Check one:    _______may    or ______  may  not  adversely affect a child’s educational 

performance. 

Current diagnosis:___________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 Relevant health history:  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Current medication regimen: ____________________________________________________________________________________                          

which may have the following effects on classroom functioning: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Implication of the impairment for the educational process (check all that may apply): 

_____May have special transportation needs   _____May have difficulty maintaining alertness in class    

_____May need modifications in instruction    _____May need additional rest periods      

____May have difficulty with mobility and seating within the classroom     

_____May have difficulty with self-help skills   

_____May have difficulty performing activities found in a general classroom and may require adaptations  

Other:_______________________________________________________________________________________________________ 

(M.D./D.O) Physician’s signature: ___________________________________________ Date: ________________________________  

(M.D./D.O) Physician’s name (print): 

___________________________________________________________________________________________________________ 

(M.D./D.O.) Physician’s address:_________________________________________________________________________________ 

 


