school-age parentting program
Carrollton-Farmers Branch Independent School District

Verification of Pregnancy

Student’s Name: ____________________________________________ID # _______________
Student’s Address: ______________________________________________________________

Student’s Phone: _______________________________________________________________

Physician’s Name: ______________________________________________________________

Office Address: ________________________________________________________________

Office Phone: __________________________________________________________________

♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ 

For Physician’s Use Only (Must be completed)


I have examined this student and test results indicate that she is pregnant.


Her expected due date is ____________________________.


At this time I recommend:


_____ She continue attending classes daily on her school campus.


_____ She be considered for homebound study because of the following medical reason:



_____________________________________________________________



_____________________________________________________________.


Physician’s Signature: _____________________________________________


Date: ____________


This form may also be completed by a licensed nurse, midwife, or nurse practitioner.


Please complete and return to:
School-Age Parent Program






1820 Pearl St., Building A






Carrollton, TX 75006







Fax: 972-968-6581

Thank you!

♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ ♦ 
