
 

  
TRANSPORTATION DEPARTMENT 

CHILD CARE TRANSPORTATION MODIFICATION FORM 
2016-2017 SCHOOL YEAR 

 
SPECIAL EDUCATION ONLY 

 
Name of Student: 
___________________________________________________________________________ 
(Please Print)  Last   First    M.I. 
 
Student Identification Number: 
___________________________________________________________________________ 
 (May be found on School Information MAILER) 
 
Name of Parent:_____________________________________________________________ 
 
Home Address:______________________________________________________________ 
 
Home Telephone:________________________Work Telephone:______________________ 

 
 

Name of Child Care Facility:___________________________________________________ 
 
Address:_____________________________________Telephone:_____________________ 
 
Assigned School:____________________________Pick-up_____Drop off_____Both_____ 
 
 _____________________________________  __________________ 
  Signature of Parent or Guardian    Date 
 
If You Have Any Questions, Please Call (216) 838-4BUS (4287) FAX: (216)634-7025 

 
TO BE COMPLETED BY TRANSPORTATION PLANNING 

             
    Assigned Transportation from Child Care Facility:                                 Bus:__________ 
 
    Run:________________Stop:____________Location:___________________________ 
 
    Pick-Up Time:__________Drop Off Time:__________ 
 
    Effective Change Date:__________Parent Notification Date:__________By:__________    
          

 

CURRENT TRANSPORTATION ASSIGNMENT (IF APPLICABLE): 
 
     Route:______________Stop:_____________Location:___________________________ 


