
Confidential Student Profile – Specialized Transportation Request 

Student: _____________________________________________________ Age: _______ Grade: _____________ 
  (Last)   (First)   (Middle) 

Address: _________________________________________________________  MUST BE 911 ADDRESS 

Parent/Legal Guardian: ________________________________________ Phone: ____________/_____________ 

    (Last)  (First)  (Middle)       Home                       Work 

Emergency Contact: ___________________________________________ Phone: _________________________ 

Home School: ________________ Assigned School: __________________ Requested Start Date: ____________ 

Requested Pick-Up Location (AM): _______________________________________________________________ 

Requested Drop-Off Location (PM): ______________________________________________________________ 

 (Any stop location that is not at the home address MUST be approved by Principal and Director of Transportation) 

Special Equipment/Mobility Assistance (Please check all that apply): 

Student Can: 

       Ride a bus             Be left unattended    

       Ride a specially equipped bus   Transfer independently to bus seat 

       Communicate in primary language   Walk to established bus stop 

       Communicate verbally     Walk independently 

       Communicate non-verbally        Walk with crutches 

        Walk with walker 

Student Needs: 

       Assistance to get on/off bus    Behavior Management Plan    

       Assistance to transfer to bus seat   Health Care Plan 

       Safety Vest      Augmentative Communication Device 

       Positioning Belt      Safety Assistant 

       Car Seat  

Securement for: 

Power Wheelchair   Manual Wheelchair  Tray  Scooter(unoccupied) 

Walker    Crutches   Oxygen 

Other information: ____________________________________________________________________________ 

Signature of Authorized School Representative 

IEP Team Representative: _______________________________________________ Date: __________________ 

Transportation Request WILL NOT be processed without the above signature 

Please Fax to EC Director at 336-694-1857 
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