
	Buckeye Elementary School District #33
Assistive Technology (AT) Consult Request Form (AT-2)


	First Name:
 

	Last Name:
	DOB:

	Date:               


Concerns for this student lie in the following area(s):

	 FORMCHECKBOX 
 Academics
	 FORMCHECKBOX 
 Sensory, including vision, hearing, tactile, etc.
	 FORMCHECKBOX 
 Communication
	 FORMCHECKBOX 
 Physical Access
	 FORMCHECKBOX 
 Other


1. Describe the student.  Vision:          Hearing:        Working at Grade Level?:   Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Eligibility Category (e.g. Specific learning Disability, Orthopedically Impaired, etc.)           
Other pertinent information:
 



2. Describe the Environment.   School:        Teacher:         Grade:        Referred by:       
Contact Information: 
3. Reason for Consult - Describe each area of observed difficulty, which you believe may warrant some form of assistive technology.  (Attach related IEP goals, if appropriate.)       
4. What was previously tried or is currently being done to address the difficulties stated in #1 above?  Be specific, esp. RE: previous devices, therapies, etc.  Also, include descriptions of outcomes from previous interventions.       





5. What information/assistance do you hope to acquire through an assistive technology screening or assessment that relates to this student’s educational and/or vocational goals?  Attach additional sheets, if necessary.       


Have the student’s Assistive Technology needs been discussed with the IEP team?  Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Circle all that apply:  Admin - Reg Ed Teacher -   Spec Ed Teacher – SLP - OT - PT – VI - Parent – Student – Other:

	Date Received:


	Lead AT Specialist:
	Directed to:


Used with permission from the Assistive Technology Team, Buckeye, Arizona

AT-2


