Assistive Technology

Referral Form
Referred by _____________________________ Referral Date ________________________

Student’s Name _________________________  DOB _________    Age ________________
Teacher’s Name _________________________  Student Disability: ___________________


Male
Female

School _________________________________  Grade ______________________________

Services currently being provided _______________________________________________

____________________________________________________________________________

Area student having difficulty (check all that applies)


Vision ______________________________
Mobility _______________________
Hearing ____________________________
Dexterity ______________________
Speech _____________________________
Learning speed _________________


Upper Extremity ____________________
Physical Strength


Lower Extremity ____________________
& Stamina _____________________

List the low and high tech strategies/adaptations that have been tried in assisting this student to succeed. ( These strategies and adaptations should be pertinent to what you are requesting from the committee).
____________________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

List concerns and expectations that you have about this student.

____________________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

What are you asking of the Assistive Technology Team – (Recommendations and suggestions)
____________________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

(Assistive Tech meeting is the second Tuesday of every month from 3:30 to 4:30 at ANW Coop).

I ______________________________________ hereby agree to attend the assistive tech committee meeting to present the above  information  and to answer any questions committee members may have.
Date of required attendance:______________.  Time: ______________.
Person making request_____________________________________________

                                                                   (Signature)

    
Date: ___________________.
---------------------------------------------------------------------------------------------------------------
Approved________What_______________________________________________________

____________________________________________________________________________

If approved specify who will be responsible for conducting the training?

______________________________________________________________________

Denied __________   Why _______________________________________________
______________________________________________________________________

Tabled ________   Until (specify date) _________________.

Additional information needed _________.  Specify what _____________________

______________________________________________________________________

______________________________________________________________________

Who will do follow-up and report back to committee? ________________________

(Report back to Assistive Tech Committee every three months).
Dates and time for feed back:  Date: ________, Time:__________, Date: __________
Time: ____________, Date: ___________, Time: _____________, Date: ________,
Time:____________, Date: ____________, Time: ____________.
