Assistive Technology Referral Form

Student’s Name: 




Date of Birth: 

Class/Rm #:__________________________
Teacher:  

Grade/Classification:___________________

Diagnosis: 





OT: (name)___________________

Date of Onset (If known)__________________       PT:  (name)___________________








Speech: (name)_________________

Hearing:   __________________________

Vision:  ______________________  

Sensory concerns:  _______________________________________________________

Referring Person:_______________________ 
Date of Referral:_______________




Reason For Referral:

_____ Equipment Checkout

_____ Evaluation

_____ Consultation


             _____ Equipment Consultation

_____ Positioning



_____ Environmental Control

_____ Other:__________________________________________________________

Student Information:

Current means of communication:

Speech ______   Single Word ______   Multiple Word _____  Vocalizations ______

Nonverbal _______   Sign Language _______   Gestures/Points _______   

Head Nod _______   Eye Gaze _______   Facial Expression _______ 

AAC System _______ Written System___________  Other: ____________________

Has the team had an evaluation determination meeting?    Yes   No

Date:______

Past Experience with/AAC Systems (If applicable):

(i.e. Low tech. Picture books/wallets, AAC devices, switches, etc.)

	Type of System
	Length of Use
	Type of Symbols
	Size of Symbols
	# of Symbols

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	


Access Skills:  What body part(s) are functional for access of AAC?

________  Arm/Hand    Specifics: ________________  ____ rt _____ lt

________  Leg/Foot    Specifics: ________________  ____ rt _____ lt

________  Head

________  Eye Gaze

________  Other: ____________________________________________

Mobility:   How does child ambulate?

______  Ambulatory/Walking Independently

______  Aided Ambulation    
Equipment_____ Physical assistance_____

______  Manual wheelchair
Independent____Dependent_____
      

______  Power wheelchair

How powered:________________________

______  Other Positioning Equipment: _________________________________

Other Technology Used:

______  Computer


How accessed:  _________________

______  Environmental controls

______  Switch toys

Other:__________________________________________________________________________________________________________________________________________














Send To:  
Valerie Kroesen, M.S.CCC-SLP



Berkeley Education Building (BEC)

                        Fax. #899-8892

                        Phone # 899-8534 (office)




    810-7336 (cell)




    899-8890 (leave message)

