DOTHAN CITY SCHOOLS

DOTHAN CITY SCHOOLS 20___-20___
Date of Request: __________
	OT REQUEST FOR EVALUATION

	Name
	
	DOB
	
	  
	

	School
	
	Grade
	
	
	

	Teacher
	
	
	


Eligibility Category:

____
Special Education 




_____
504

List Exceptionality:______________________
List Medical Diagnosis:________________________________

List any Medications:_______________________________________________ _
Referred by: _____________________ (teacher, parent, physician, etc.)

Referred for:
________________
OT Evaluation (feeding, fine motor,      









    Visual perception)

Describe educational concerns regarding motor skills:

Therapist received: 



( referral form (date:______________)



( patient information form (date:_________)
( permission to eval form (date: ___________)

All forms complete

 and received by __________________________________ on:_________





therapist signature
