Sussex County Educational Services Commission
18 Gail Court
Sparta, New Jersey 07871
[bookmark: _gjdgxs]Phone:  973-579-6980; Fax:  973-940-0811
[bookmark: _k6u1t8ea9oef]REQUEST FOR PT EVALUATION
[bookmark: _pzxk0xoqdzbm]STUDENT NAME:_______________________________  D.O.B:______________ DATE OF REFERRAL:_____________
[bookmark: _bawx3fi9icqd]SCHOOL:________________________________________________GRADE/PROGRAM:___________________________
[bookmark: _umfuilu9rwz2]TEACHER NAME & EMAIL:_________________________________________________________ROOM #:___________
[bookmark: _s96e70tjmrzn]SPECIAL EDUCATION: ▢YES  ▢NO    DISABILITY/CLASSIFICATION:_____________________________________
[bookmark: _yrddnu6fosgf]CASE MANAGER:__________________________C.M. PHONE/EMAIL:________________________________________
[bookmark: _55212xe9mdc6]PARENT NAME:__________________________________________PHONE #:____________________________________
[bookmark: _ysb269m8zcbc]PARENT ADDRESS:____________________________________________________________________________________
[bookmark: _8loey4p1cfcs]PARENT EMAIL: ______________________________________________________________________________________
[bookmark: _rog5253cduzv]INITIAL EVALUATION:     ▢  YES                    RE-EVALUATION:     ▢  YES                        
[bookmark: _oo7f1kk8y26y]CURRENT SPEECH  SERVICES:
[bookmark: _xcce4wcef9]	    FREQUENCY: ________________________   DURATION PER SESSION:_______________
[bookmark: _qgjnwtdvld1r]REFERRED BY:_______________________________________________________________________
[bookmark: _ndwg7wncoj8n]CONCERNS:  PLEASE CIRCLE
[bookmark: _vc5s5yacuzyk]Locomotion on campus	Motor Planning		     Gross Motor	         Balance           Muscle tone/strength  
[bookmark: _ip0p8dc6w65s]DESCRIBE REASON FOR REFERRAL & EDUCATIONAL IMPACT:     
[bookmark: _f3qlosi7s7jr]______________________________________________________________________________________________________
[bookmark: _951gdnd9t4v5]_______________________________________________________________________________________________________
[bookmark: _ot606ewgt2jp]DATE TO BE COMPLETED: ______________________ 
[bookmark: _9ua6xmqtcy3x]*90 days for initial evaluations *60 days for re-evaluations    
[bookmark: _n04lq5sjvu95]IMPORTANT: REFERRALS WILL NOT BE ACCEPTED OR PROCESSED IF NOT GIVEN THE ALLOTTED TIME FRAME 
[bookmark: _9kntxshiz23i]BEST TIME FOR EVALUATION (Days of week/times):___________________________________
[bookmark: _c59csgintar]In requesting SCESC to complete a formal evaluation our staff may need to access files to complete background history
[bookmark: _cnnmdkaukvdm]____________________________________________________________________________________________________
[bookmark: _9500qrrnyera]DATE REFERRAL RECEIVED BY THERAPIST:________________CONTACT DATE_____________________
[bookmark: _320atvsumahm]PERSON CONTACTED:____________________________________?EVALUATION DATE:___________________
[bookmark: _55h6nfiqwxdf]
[bookmark: _wbsajweb68sr]THERAPIST SIGNATURE:__________________________________________
[bookmark: _xq3k2yahr6s3]

[bookmark: _951gdnd9t4v5]

[bookmark: _of9qo89w9nvm]
ALL FIELDS MUST BE COMPLETED IN ORDER FOR THE EVALUATION TO BE PROCESSED
