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Request for Assistive Technology Collaboration
STUDENT NAME





   DOB_________________ GRADE______ AGE_______      ❐ M   ❐ F     
ATTENDING DISTRICT_______________________BUILDING___________________________SCHOOL PHONE ______________ RESIDENT DISTRICT _____________________________________
Parent/Guardian: 



______________Address_______________________________________________ Telephone



  Parent Email_______________________________________
CASE  MANAGER____________________________ TITLE_________________________

Annual IEP Review Date__________ Three Year Re-evaluation Date_____________ Eligibility _______________________________
Specially Designed Instruction:

❐ Reading 



❐ Behavioral 



❐ Vocational Education

❐ Math 




❐ Physical Education 


❐ Transition Services

❐ Written Language 


❐ Communication 


❐ Other



Classroom Setting:

❐ Regular Education 


❐ Resource Room 


❐ Self Contained

Approximate % of time__________ 

Approximate % of time__________ 

Approximate % of time__________
Current Related Services:  (Include Names)
❐ Counseling 




❐ School Health 




❐ Orientation/Mobility

❐ Physical Therapy 



❐ Communication (speech/language) 

❐ Interpreter

❐ Occupational Therapy 



❐ Behavioral 




❐ Autism Specialist

❐ Augmentative Communication 


❐ Deaf/Hard of Hearing 



❐ Vision Specialist

❐ Speech/Language Therapy
Names:
____________________________________________________________________________________________________














Medical Considerations:

❐ History of seizures                     




❐ Frequent pain

❐ Currently on medication for seizure control 


❐ Frequent upper respiratory infections

❐ Degenerative medical conditions 




❐ Digestive problems

❐ Multiple health problems 




❐ Fatigues easily

❐ Frequent ear infections 





❐ Other 







❐ Current medications (describe if known) 










Further Areas of Concern: (those warranting further consultation and/or assessement)
❐ PT 
       ❐ OT            ❐ Vision           ❐ Hearing 
     ❐ Augmentative Communication     ❐ Autism       ❐ Brain Injury      ❐Other

With what student goals is the IEP team requesting AT assistance?  Please state specific areas of instructional need, developmental milestones and/or access to the general curriculum. 

Please list past and current accommodations or devices that have been tried to help the student achieve these goals and provide information about the results of trying each.
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Student Abilities:
What does the student need to be able to do that he/she is not able to do as a result of the disability?

Describe the environment(s) in which the student may need assistive technology (i.e. regular ed classes, resources room,

self-contained, library, play ground, lunch):

General Info:

1. Does the student have behaviors (positive or negative) that significantly impact his/her performance?

2. Are there significant factors about this student’s strengths, learning style, coping strategies, or interests that the team should consider?

3. What else would you like the AT consultant to know about this student before the AT collaboration?

4. After review of these responses please state your specific AT referral question (please be as specific as possible): ______________________________________________________________________________________________________________________________________________________________________________________________________________________
RETURN COMPLETED FORM TO: 

GWAEA Regional Assistive Technology Consultant



Name: 




Address:




Email:




Phone: 



Fax:
____________________________________________________________________________________Signature:  Person(s) Completing this Request




Date
____________________________________________________________________________________

Print Name of Person(s) Completing this Request




Email Address

___________________________________________________________________________________________________________

Phone Number and Times Person Completing the Report can be reached

Please make a copy of this form for your records and return the original to your AT Regional Consultant.
