DIAGNOSTIC SUMMARY

Student=s Name:




 

  Grade:
      Date:

FORMAL EVALUATION
Test:

Administered by:





Title:

Date Administered:



Results (standard scores and subtest scores):

Relevant Observations:

           Strengths                                     Concerns                                      Needs



























DIAGNOSIS
 The student does not have a disability.

 The team=s determination that the student does not have a disability is based on the 

   rational as follows:  

 The student needs further evaluation.
 The diagnosis is:

___Mental Retardation


___Visually Impaired

___Learning Disability


___Hearing Impaired

___Behavior Disorder/


___Physically/other health impaired

​      Emotional Disturbance
___Speech/Language Disorder

___Deaf/Blind

___Early Childhood Special Education
___Multi handicapped

___Traumatic Brain Injury


___Autistic

 The diagnosis is based on evaluation data and the approved eligibility criteria as follows:

PLACEMENT

Written notice must be given before certain actions are taken by the district. The following is to inform you of the action(s):

 Proposed


 Refused by the district

____Initial evaluation (signature required) 
____Initial placement (signature required)

____Reevaluation



____Change of placement

____Ineligibility for services


____Other

____Change in diagnosis

Student=s Name________________________________
Date_____________________  

Parent/Guardian Signature________________________
Date_____________________

Description and Explanation of Action: Specify action proposed and why.

 Regular classroom with modifications

 Special school

 Resource




 Home instruction

 Self-contained




 Hospitals/Institutions 

Options Considered and Why Rejected: Specify other option(s) considered and state reason(s) rejected.
Basis for the Action: List or attach each evaluation procedure, test, record, or report used as a basis for the action.

Other Factors Relevant to the Action: List any information not previously addressed that affects the action OR
 provide a statement that no other factors are present.

If you have questions, please do not hesitate to contact me within 10 days. A copy of the current 

Procedural Safeguards is attached.

_________________
___________________
__________________
_____________

District


Name


Title


Phone

This form is only to be used for Initial Evaluation or Initial Placement when a parent signature is required.

____I understand the need for the proposed (evaluation/placement of my child. I have received,

        read, and understand this notice and the Procedural Safeguards attached. I give the school

        district permission to make the initial (evaluation/placement).

____I do not give my consent for this initial (evaluation/placement).

PARENT/GUARDIAN SIGNATURE_______________________________
DATE____________

REFERRAL

Student=s Name:




Date of Birth:

Age:

Sex:

School:





Teacher:



Grade:

Parents:










Home Phone:

Address:









Work Phone:

PRESENTING PROBLEMS
Academic
 Social/Emotional/Behavioral
 Speech

 Language
 Motor


 Other

Summarize concerns by indicating specific reasons and/or situations

        



            which cause you to believe a referral is warranted:

HOME HISTORY
Living with:

Number of siblings living at home:

SCHOOL HISTORY
School(s) attended:

Attendance:       Regular        Sporadic

Grade(s) retained:

Previous individual evaluations(dates):

Number of days absent during school year:

PREVIOUS SERVICES RECEIVED
Please check all:

 Chapter 1/Reading Recovery
 Chapter 1/Preschool

   Early Childhood Special Education

 Adaptive PE


 Speech/Language

  Learning Disabilities

 Behavior Disorders

 Educable Mentally Handicapped
   Other_______________________

MEDICAL HISTORY
Describe birth and developmental history and any relevant medical findings:

SUMMARY OF SCREENING RESULTS
Refer to the attached form for documentation:

ALTERNATIVE INTERVENTION STRATEGIES
Refer to the attached form for documentation:

Check reason for AIS waiver:

 Child suspected of significant impairments      Prior service PART H      Parent request date___/___/___

PARENT/TEACHER CONTACTS
Date you contacted parent(s) about your concerns:

Do they acknowledge the need for the referral?

Parent involvement in child=s education:

Date you contacted other teachers about your concerns:

           List teachers who share these concerns:

__________


____________________________

___________________________

Date



Principal



Referring Individual

DECISION            No evaluation necessary                   Evaluation needed

                                             Recommendation:


SCREENING AND REFERRAL REVIEW COMMITTEE MEMBERS                Referral Date____/___/___











EVALUATION PLAN

Student=s Name:







Grade:

Date:

Areas of Investigation
Current Information

(what we know based on screening summary)
Additional

       Information              Needed                    (what we need to know)
Data Collection Procedures        (how will we find out)
Administer  Procedures   (position and/or name)

Vision

Hearing

Health/Motor

Intellectual/

Cognitive*

Academic**

Social/

Emotional/

Behavioral

Speech/

Language

Observation***











*     including adaptive behavior

**   including vocational or pre-academic development

*** address setting/subject in which this will occur

ALTERNATIVE INTERVENTION STRATEGIES

Student=s Name:





Grade:

Date:




PLANNING INTERVENTION




EVALUATION INTERVENTION


Assessments Used to Identify Concerns


Problems Identified


Goals/

Objectives of Interventions


Interventions


Time Period for Use


Measures Used


Results



































































Comments:
____________________________

Classroom Teacher Signature
SCREENING

Student=s Name:






Grade:

Date:

Person completing this form:


Date
Screener
Procedure
Results

Vision



      Pass/Fail at ____Right

                         ____Left

      Pass/Fail at ____Right

                         ____Left

Hearing






Health/Motor*







Intellectual/

Cognitive**

Academic***

Social/
Emotional/

Behavioral

Speech/

Language











*      current medication and known side effects/medical diagnosis

**    including adaptive behavior

***  pre-academic

SUMMARY OF SCREENING RESULTS   Attach completed forms for documentation.

   Summary of Screening
      Parent Contact Form
DECISION       No evaluation necessary            Evaluation needed

                                   Recommendation:


SCREENING AND REFERRAL REVIEW COMMITTEE MEMBERS           Referral  Date___/___/___








INDIVIDUAL EDUCATION PLAN

 Initial:


 Revision:

Student=s Name:


Student #:


            Date of Birth:

Home School:



Attendance Center:

            Grade:

Race: (circle one) Black /White/Hispanic/Asian/Native Am/Other

 Sex: Male/Female

Case Manager:


      
           IEP: (circle one) Initial       Continuation       Transfer

IEP Meeting​___/___/___ Initiation of Services___/___/___  Review of IEP___/___/___

Last Diagnostic Evaluation___/___/___                                   Next Diagnostic Evaluation___/___/___

Initial Placement in Special Education___/___/___

Parent/Guardian:
Name:



Address:

Home Phone:


Work Phone:

Emergency Contact:
Name:



Address:

Home Phone: 


Work Phone:

Educational Handicapping Condition:

Special Education Services:



Min/week:

Related Services:




    
Min/week:

Total Amount of Time in:
      Regular Education:
            Special Education:

Will student participate in regular Physical Education?   Y   N
Adapted PE?   Y   N

Will student participate in extracurricular activities?   Y   N

Describe transition plans from school to adult life for student 16 years old:

IEP COMMITTEE MEMBERS


Name:                            Role:
Name:                                Role:      

Name:                            Role:
Name:                                Role:

Name:                            Role:
Name:                                Role:

Name:                            Role:
Name:                                Role:

Log of Parent Contacts for IEP Meetings:

INDIVIDUAL EDUCATION PLAN
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Student=s Name: Ben Cox

 Home School: Booker Elementary
          Grade: ECSE

Present Level of Performance:
Ben is a 2 year 10 month old boy with a medical diagnosis of spastic cerebral

palsy. He is independent in ambulation on flat surfaces when wearing his 

bilateral AFO=s (Ankle/Foot Orthoses) but needs external support when

ascending/descending stairs or when walking on uneven surfaces. Ben has

increased tone and spasticity which effect all extremities when he is engaged

in activities that require him to manipulate objects or tools. His upper extremity

function is effected by a right asymmetrical tonic neck reflex which limits his 

ability to grasp toys. Ben is dependent in toileting and dressing, but is able to

finger feed himself and drink from a straw cup. Ben is able to communicate and 

make his needs known through gestures and through single words. Intelligibility

is limited. A Liberator Communication device has recently been prescribed for him

to increase independence in expressive language. Ben appears to be functioning

within the average range for receptive language. Ben appears to be social with 

his peers and caregivers. He enjoys participating in story time, demonstrates

age-appropriate attending skills, and playing with toys and puzzles. He is able to

do simple inset puzzles that have been adapted with large knobs. He can count 

two objects and pick out red objects.

Goals:
A. To increase postural control when sitting to facilitate improved reach/grasp/ and

     release of objects with either hand

B.   .   .   .   .

C.   .   .   .   .

D.   .   .   .   .

INDIVIDUAL EDUCATION PLAN
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Objectives:*
1. Ben will independently sit over a bolster for ten minutes positioned so that

    he can reach for objects placed in the mid-line and release the objects into

    an open container at his side.

2. Ben will independently sit in an adapted classroom chair and using either

    hand place four simple shapes in a sorter positioned on the table in front of him.

3. Ben will independently sit in an adapted classroom chair at the sensory

    table and using either hand grasp a spoon with a built-up handle to scoop

    rice into a cup and fill it half full.

4. While sitting on the floor, Ben will independently place his coat and book 

    bag on the hook in his cubby on three out of four trials.

5.   .   .   .   .

6.   .   .   .   .

*All objectives will be implemented by classroom staff and monitored by Occupational

  and Physical Therapists.





