	THERAPY REFERRAL
	BENTON COUNTY SCHOOL DISTRICT

P.O. Box 247; Ashland, MS 38603; 662-224-6252

Pamela Gray, Director of Special Education


I.  IDENTIFYING INFORMATION
	Name:

	Grade:
	School:  ( AES   ( AMS  ( AHS   (HFAC ( Other


	Sex:  (   Male     or     (  Female
	DOB:                        Age:
	Sped Teacher:

	Parent’s Name(s):
	Parent’s Phone(s):
	Address:

	
	
	


II.  REASON FOR REFERRAL     
	A) Genetic or Physical Condition

_____ Cerebral Palsy

_____ Muscular Dystrophy

_____ Down Syndrome

_____ Spina Bifida

_____ Other:  ________________________ 
	E) Self Help:  Difficulty with:

     ___ Fasteners

     ___ Tying Shoes

     ___ Dressing

     ___ Feeding

     ___ Other:  _________________________________

	B) Mental

___ Autism

___ Other: __________________________
	F) Mobility:  Difficulty with:

     ___ Walking

     ___ Balance

	C) Developmental Delay

___ Cognitive

___ Social/Emotional

___ Adaptive

___ Physical
_____ Other:  ________________________
	     ___ Coordination

     ___ Moving from sitting to standing

     ___ Maneuvering wheelchair

     ___ Other:  _________________________________

G) Handwriting:  Difficulty with:

     ___ Holding pencil

	D) Sensory Impairment

___ Hearing

___ Vision

___ Sensory Processing
_____ Other:  ________________________ 
	     ___ Form, space & sizing of letters

     ___ Other:  _________________________________


	III. EVALUATION RECOMMENDATIONS
	PT Signature:

	The IEP Committee Recommends:
	OT Signature:

	___ Physical Therapy (PT) Evaluation 
	SPED Teacher Signature:

	___ Occupational Therapy (OT) Evaluation 
	Date of IEP Meeting:

	___ No Therapy 
	SPED Director Signature:


IV.  PERMISSION TO EVALUATE Parent signature is required.

I, _______________________________________ (name of parent/guardian), give Benton School District my permission to evaluate my child, _______________________________________, to determine if there is a school-based need for physical and/or occupational therapy.  I understand that occupational and physical therapies are related services, and it must be determined by the IEP committee that such services would be educationally beneficial to my child in order to receive the service.  I understand that I am a member of that IEP Committee.  

___________________________________________  


_____________________  

Parent/Guardian Signature






Date

***A physician’s recommendation for OT and/or PT must accompany this form.


