
Scotland County Schools 
OSS Suspension Program 

Student Information 
 

Number of Days Suspended _____ from ____/____/____ to ____/____/____ 
 
 
Student Name:  __________________________________  DOB:  ___/____/___  Grade:  _________ 
 
Sex:  Male____   Female____           Race:________________       S.S#:_________________________ 
 
Home school:  ____________________________________________   Internet Permission Y__  N__ 
 
Reason for Suspension:  
 
 
 
 
 
 
 
*EC Category:  NA___  LD___  BED___  EMD___  Other__________________________________ 
 (If EC, include copy of the current IEP and the Behavior Management Plan) 
 
List medications _____________________________________________________________________ 
 
Other Medical Concerns:______________________________________________________________ 
 
PARENT INFORMATION 
 
Parent(s)/Legal Guardian:  _____________________________________________________________ 
 
Student resides with:__________________________________________________________________ 
 
Home Address:  _____________________________________________________________________ 

   Street/Apt. #                                  City                  Zip Code 
 
Home phone number:  _______________________________ 
 
Work phone number:  __________________________  ___________________________ 

                             Parent/Guardian Name/Number                           Parent/Guardian Name/Number 
 
Emergency contact:  ______________________   _____________   _______________ 
                                                                Name                                                  Phone #                      Relationship 
  

                      _____________________   _____________   _______________ 
                                                                 Name                                                 Phone #                      Relationship 
 
 
 
* OSS must have a student’s EC information before serving that student. 
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