Kershaw County School District

ASSISTIVE TECHNOLOGY REFERRAL FORM
	Date:       
	

	Student:       
	Parent:       

	Date of Birth:       
	Address:        

	Telephone:       
	                     


	School:       
	Teacher:       

	Grade:       
	


Diagnosis:  _________________________________
If the student is receiving any of the follwing services, please indicate this by checking the appropriate box.  Also the service provider must state their concerns (if any) and sign their name.  If not submitting online, please use the back of this form for comments, if necessary.

	 FORMCHECKBOX 
Resource
	     

	 FORMCHECKBOX 
Speech Therapy
	     

	 FORMCHECKBOX 
Occupational Therapy
	     

	 FORMCHECKBOX 
Physical Therapy
	     

	 FORMCHECKBOX 
Vision Therapy  
	     

	 FORMCHECKBOX 
Applied Behavior Therapy
	     

	 FORMCHECKBOX 
General Education Teacher
	     


Please describe the student’s difficulties:  _________________________________________
How has this interfered with the student’s ability to participate in your program?  __________
What strategies have been tried with this student and what were the results?  ____________
What devices of adaptations is the student currently using?  __________________________
What assistance would you like from the Assistive Technology Team?  _________________
Referred by:  ______________________
Phone Number:  ___________________________
