Vermilion Association for Special Education 

Assistive Technology Team
Members:

The VASE AT Team is comprised of a special education administrator, an occupational therapist, a physical therapist assistant, speech therapists, a school social worker, a general education teacher, and special education teachers.  

Mission:

The mission of the VASE AT Team is to provide consultation to member district personnel on how to use assistive technology to help special needs students function independently in their environment, communicate their wants and needs, and increase their access to the general education curriculum.  

Services provided:

The AT Team provides consultation only.  This may include suggestions for specialized equipment and communication devices, workbox ideas, picture schedules, use of switches, ideas for software, recommended apps for devices, etc. Suggestions may range from low tech to high tech options specific to the individual student needs.  The AT Team also has videos and sample AT materials available for check-out in the VASE office.  

Procedure for Requesting Consultation:

1. Complete the Referral Form for Assistive Technology Consultation found on the VASE website at www.vase.k12.il.us. 

2. Fax the Referral Form to Laura Smoot at VASE at 443-0217.

3. Referrals are reviewed by a Core Team of the AT Team once per month.  

4. A contact person from the AT Team is assigned to the student consultation case.  This person contacts the referring person and schedules observations and/or consultation times for members of the AT Team.  

5. The contact person provides the final recommendations of the team to the referring person.

Vermilion Association for Special Education

Referral Form for Assistive Technology Consultation
Student Name:  ___________________________
Date of Referral: _______

School: ___________________
Grade: ____   Birthdate: _________________

Person Making Referral:  ___________________________________________

Email or Phone Number for Referring Person: ___________________________

Teacher/Case Manager:  ___________________________________________

Eligibility:  _______________________________________________________

Reason for Request for AT Consultation:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe AT the student is currently using:

________________________________________________________________________________________________________________________________________________________________________________________________

Describe AT previously used or attempted:  

________________________________________________________________________________________________________________________________________________________________________________________________
Current Services:  

□  Speech/Language Therapy
□ Occupational Therapy   □  Physical Therapy  

□  Hearing Itinerant Services   □  Vision Itinerant Services   □  Social Work

□  Personal Aide   □  Other:  _________________________________________

Vision:

□  No vision problems  □  Glasses
  □  Blind   □ Other: ______________________

Hearing:

□  No hearing problems  □ Hearing Aides  □ FM System  □ Other: ____________ 

Gross Motor:

□ Walks independently  □ Uses walker  □ Uses Wheelchair  □ Other: _________

Fine Motor:

□ Uses both hands well  □ Difficulty using right/left hand  □ Other: ____________

Communication:

□ No Concern □ Uses gestures/facial expressions  □ Uses words  

□ Uses sentences □ Sign Language   □ Uses pictures  

□ Speech Device/AAC: _________________  □ Other: ____________________

Eating:
□ Independent   □ Requires Assistance  □ Uses adapted equipment

Dressing:
□ Independent   □ Requires Assistance  □ Uses adapted equipment

Toileting:
□ Independent   □ Requires Assistance  □ Uses adapted equipment

Writing:
□ Independent   □ Requires Assistance  □ Uses adapted equipment

Health Concerns: _________________________________________________

Additional information the AT Team may need to know:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
This section is completed by the AT Team.

Date Referral was Reviewed: ___________________ 

Team Members involved in Review: ________________________________________________________________________________________________________________________________

Recommendations:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

AT Team Contact Person:  __________________________________________

