EVALUATION PLANNING FORM

Name of Student:       
Date of Birth:       
Student ID Number:       

Area of Disability or Suspected Disability:       

Date of Referral:       


(Initial Evaluation Only)

 FORMCHECKBOX 
  Initial Evaluation                      FORMCHECKBOX 
  Reevaluation                       FORMCHECKBOX 
  Preschool Evaluation                      FORMCHECKBOX 
  School Age Evaluation 

STEP 1  In the appropriate box, document the source and date of existing data that the team determines will be a part of the evaluation.

STEP 2  If additional data is needed, indicate in the appropriate box which method(s) will be used and the position of the person assigned to collect the data.   

	Assessment Areas
	
	
	
	

	
	Interview/Records Review
	Observation 2
	Standardized Test
	Criterion Referenced/Curriculum Based

	Background Information
	     
	     
	     
	     

	Health/Medical Status
	     
	     
	     
	     

	Vision Abilities 3
	     
	     
	     
	     

	Hearing Abilities 4
	     
	     
	     
	     

	General Intelligence/

Cognitive Abilities 5
	     
	     
	     
	     

	Adaptive Behavior 6
	     
	     
	     
	     

	Academic Performance or Pre-academic Skills 
	     
	     
	     
	     

	Communication Status
	     
	     
	     
	     

	Motor Abilities or Sensory Motor Functioning
	     
	     
	     
	     

	Social-Emotional/Behavioral Functioning or Status
	     
	     
	     
	     

	Other (Specify)


	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     


1All 4 methodologies must be used for Preschool in area of suspected deficit,  2Required for Specific Learning Disability, Multiple Observations Required for Preschool, 3Full Vision Exam Required for Visually Impaired, 4Full Audiological Exam Required for Hearing Impaired, 5Standardized Test Required for Cognitive Disability, 6Standardized Test Required for Multiple Disability

TEAM MEMBERS:

	     
	     
	     

	     
	     
	     

	     
	     
	     


________________________________________________Signature of Evaluation Team Chairperson

Date of Plan:       
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