REFERRAL FORM

for

ASSISTIVE TECHNOLOGY ASSESSMENT

ROCK HILL SCHOOL DISTRICT THREE

Student 






Date 





School   






Referring Contact 



Address 












School Phone 





Parent/Guardian 




DOB






Address 





Age  


Sex  
















Home Phone  




Team Members:  











Summarize reason for referral: 










BACKGROUND INFORMATION (Team members complete this)

 1.
Diagnosis/disability classification: 








 2.
Medical concerns:


A.
Hearing 




C.  Vision 




B.
Support  services received:



     OT 


PT 

  SLP 

    Other 



 3.
Academics:


A.
Learning style 










B.
Grade level equivalent 









C.
Understands/follows directions? 








D.
Peer interaction 









 4.
Communication:


A.
Writes with pen/pencil? 


Is it legible? 





B.
Types? 




More than name? 




C.
Verbalizes? 






D.
Speech understandable by everyone? 
  If not, by whom? 




E.
Uses communication device(s)? 

  If so, which one(s)?



5.
Classroom technology:


A.
Computer Type 










B.
Any specialized device(s)? 








C.
Any specialized software? 








D.
Academic software available/frequently used 





 6.
What are the student’s strengths? 








 7.
What is the student not able to accomplish? 







 8.
Home computer/assistive technology:


A.
Computer type & peripherals 








B.
Software used frequently 








 9.
Other adaptive aides?  









10.
Any other concerns? 









Return this form to:          Kathy Hastings, Assistive Technology Specialist
                                             Rock Hill School District Three, Exceptional Student Education,

                                             PO Drawer 10072, Rock Hill, SC 29731
                                             Phone:  803-981-1085
Fax: 803-981-1877
