
 

 

Dalby State High School Electronic Device Policy 
(E.D.P.) 

MEDICAL VARIATION 
 
 

(Devices covered by this policy include mobile phones, iPods, iPads, tablets, video game devices, smart watches with network capability and 
any other electronic device as determined by the Principal) 

 
Parents / guardians / students who have documentary support from the student’s primary health care 
professional are able to apply for a medical variation to this policy.  This variation will provide students with a 
formalised plan which outlines the conditions under which they can access an electronic device during the school 
day. This access will be unique to each student and will at no stage be ‘free access’ to an electronic device.  
 
This process is completely confidential, with the Principal as decision maker in terms of approvals. Students with 
an approved Medical Variation will be issued a pass by the school office that will include no information regarding 
the reason (s) for the variation.  
 

APPLICATION FORM 
 

Student’s Name: ______________________________ Date of Birth: ________________ Year Level: ___________ 
 
Parent / guardian’s name: ______________________________ 
 
A Medical Variation is being sought on the following grounds (include relevant diagnosis details etc.): 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
The nature of the Medical Variation being sought is as follows (include how access to the relevant electronic 
device will support the student): 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
This Medical Variation is supported by the following health care professional (please circle): 
   

Psychiatrist                    Psychologist                    Other (type: _________________) 
 

Details of supporting health care professional: 
 
Name: ______________________________ Contact Details (phone and / or email): _________________________ 
 
The supporting health care professional must provide written support (please attach to application).  
 
 
Signed: ______________________________ (parent / guardian) 
 
 
Signed: ______________________________ (student) 



 

 

 
Principal’s Decision: 
 
The Medical Variation Application has been: _____________________ 
 
Rationale:  
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
Signed: ______________________________ (Principal) 

 


