	 (
REFERRAL FOR AAC/AT SCREENING
)                                                                                       
Student Name 	
	
Date of Birth	 Age	

	
	
	
	
	

	School	 Grade	

	
	
	
	
	

	 Classroom Setting

	
	
	
	
	

	 Regular Education Classroom
	 Resource Room
	 Self-contained
	 Home

	

	 Other:	



	School Contact Person	   Phone	

	

	Person Completing Form	   Date	

	

	Parent(s) Name(s)	   Phone	

	

	Address	

	

	Student’s	Family’s
Primary Language	   Primary Language	



	Disability Area  (Check all that apply)

	

	 Speech/Language
	 Significant Developmental Delay
	 Specific Learning Disability

	

	 Cognitive Disability
	 Other Health Impairment
	 Hearing Impairment

	

	 Traumatic Brain Injury
	 Autism 
	 Vision Impairment

	

	 Emotional/Behavioral Disability

	

	 Orthopedic Impairment–Type	



	Current Service Providers  (Check all that apply)

	

	 Occupational Therapy
	 Physical Therapy
	 Speech/Language

	 D/HOH
	 VI

	 Other(s)

	



	 Medical Considerations  (Explain all that apply)
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

	

Primary Referral Question for AAC/AT Team:

What is the primary area of concern?
_________________________________________________________________________________
_________________________________________________________________________________


  ___________________________________________________________________________
  
  What are the tasks the student needs to perform that he/she is unable to do?  

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________


 (
DATE RECEIVED:
 
           /             /
)                                                      		    	           
