SPEED S.E.J.A. #802

OCCUPATIONAL/PHYSICAL THERAPY CHANGES IN SERVICES

Student Name:                                                                    District:  ______________  
Program/School: ______________________________     Date: _________________                                                           

Please indicate below any changes for the above named student:

SERVICE CHANGE OPTIONS:   Check the appropriate change(s):

From District_____________To District                            (to be used when student is leaving elementary and entering high school, or if a student is/will be moving to a new district)

O.T.  ______Direct Mins.  _______Consult Mins.  _______per week  _______per month

____ Drop Services as of ______________________________________                                                         

____Start Services as of _______________________________(your first day of services) 

____Service Delivery Change (consult to direct or direct to consult): _____________________                             
____Change in # of minutes per week:_____________________________________________

P.T.  ______ Direct Mins.  _______Consult Mins.  ________per week  ______per month

____ Drop Services as of ______________________________________                                                         

____Start Services as of _______________________________(your first day of services) 

____Service Delivery Change (consult to direct or direct to consult): _____________________                             
____Change in # of minutes per week: _____________________________________________

COMMENTS:

Therapist SIGN and DATE: _______________________________________
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