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 SCHOOL DISTRICT






          SPECIAL EDUCATION DIRECTOR

__662-224-6252______







______________________________

   TELEPHONE









SCHOOL & ADDRESS

RE- EVALUATION/ELIGIBILITY

STUDENT IDENTIFICATION

Name: _____________________________________DOB:________________Age:______Race:________Sex:______

School: ____________________________________Grade:_________  MSIS #: ______________________________
Parent/Guardian(s)___________________________________________________Phone(s)______________________

Address: ____________________________ ___________________________________ _______________________








City





Zip Code
PARENTAL CONSENT

I HAVE RECEIVED Notice for Evaluation and Procedural Safeguards.  My rights and those of my child regarding procedural safeguards have been fully explained to me.  I hereby give consent for my child to be evaluated to determine if my child has a disability and is in need of special education and related services.

_________________________________________________________________       ______________________________________________

              SIGNATURE OF PARENT OR GUARDIAN


                          DATE

Based on the information obtained during the Comprehensive Assessment, the disability adversely affects the child’s educational performance and supports the need for special education and related services.

If data does support a disability, indicate the category.  Indicate the specific subcategories for eligibility if any.

PRIMARY DISABILITY CATEGORY

______ AUTISM (AU)_____________ 


______ INTELLECTUAL DISABILTY (ID)___________


______ DEAF/BLIND (DB)




______MULTIPLE DISABILITIES (MD) _____________
______DEVELOPMENTALLY DELAYED (DD)

______ ORTHOPEDIC IMPAIRMENT (OI)

______ EMOTIONAL DISABILITY (EmD)

______ OTHER HEALTH IMPAIRMENT (OHI)_______
______ HEARING IMPAIRED (HI)



______ SPECIFIC LEARNING DISABILITY (SLD)____
______ LANGUAGE or SPEECH (LS)___________
______ VISUALLY IMPAIRED (VI)









______ TRAUMATIC BRAIN INJURY (TBI)

*SUBCATEGORY(S):____________________________________________________________________

IF DATA DOES NOT SUPPORT A DISABILITY, DESCRIBE HOW THE DATA FAILS TO MEET THE DEFINITION OF A DISABILIY CATEGORY.

________________________________________________________________________________________________

DATE OF ELIGIBILITY DECISION:   

TEAM MEMBERS









AGREE

DISAGREE
______________________________________________  
SPED DIRECTOR


_______
_
________

______________________________________________  
REG. ED. TEACHER


________
________

______________________________________________  
AGENCY REPRESENATIVE

________
________

______________________________________________
PARENT/GUARDIAN


________
________

______________________________________________
SPED TEACHER


________
________

______________________________________________
OTHER ______________________
________
________

______________________________________________
OTHER ______________________
________
________

A COPY OF THE EVALUATION REPORT(S) AND THE SUMMARY OF ELIGIBILY REPORT HAVE BEEN GIVE N TO THE PARENT(S)/GUARDIAN(S). 

DATE: _______________________________________ VERIFIED BY: __________________________

______/_______/_______








