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Agreement for a Sensory/OT Evaluation
Date:      
Student Name:      
Date of Birth:
     





Grade:      
School:      
Parent Name:      
Phone Number:      
I authorize        to conduct a sensory/Occupational Therapy evaluation for the purpose of identifying relevant information to develop appropriate interventions or services necessary
We acknowledge that this evaluation will be completed by (date)        and that results will be shared with us at an IEP meeting at that time.
I, as parent/guardian,
1. Have received a copy of the procedural safeguards
2. Understand the contents of this plan and:
___  Consent to the evaluation
___ Do not consent to the proposed evaluation plan
Parent Signature______________________________Date______________
**Note: Supervisor approval must be received prior to obtaining parent consent.  This form is only needed for an EVALUATION and is not needed for a CONSULTATION
Supervisor Approval____________________________Date_____________
Special Education Services


3255 Pontaluna Rd.


Fruitport, MI  49415


PHONE (231)865-4010


FAX (231) 865-8089





Fruitport * Oakridge * Orchard View * Ravenna





Eastern Service Unit








