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Physical Therapy School Function Evaluation

TRACKING FORM

Middle School and High School Form

	Student’s Name:
	Date of Birth:

	NYC ID #:
	Age:

	District/Borough/School:
	Program:

	Grade:
	Date of Evaluation:

	Disability Classification:
	Location of Evaluation:

	Services Currently Receiving:


	Source of Referral:

	Primary Reason for Referral (write one only):

	Other Reasons for Referral:

	Pre-Referral Strategies Provided:


	REFERRAL TYPE
	
	1. Initial (no pre-existing IEP)
	
	4. Requested Review * 

	
	
	2. Adding PT to pre-existing IEP
	
	5. Pre-school entering DOE *

	
	
	3. Mandated Three Year Review *
	
	6. School Function Status Review * (DOE Evaluator only!)

	
	

	
	*Indicate existing mandate:
	*Indicate years mandate for PT:


	GMFCS Level
	Diagnosis:

	
	
	0 – No limitations
	
	III – Walks Using Hand-Held Mobility Device

	
	
	I – Walks Without Limitations 

      (Speed, Balance, Coordination Are Limited) 
	
	IV – Self-Mobility with Limitations; May Use Power Mobility

	
	
	II – Walks With Limitations
	
	V – Transported in a Manual Wheelchair


	SFA
	Classroom
	Playground/ Recess
	Transportation
	Bathroom/ Toileting
	Transitions
	Mealtime

	
	
	
	
	
	
	


	RECOMMEN-DATION
	
	NO, PT is not recommended.

	
	
	YES, PT is recommended.

	
	
	Frequency
	Duration
	Group
	Location

	
	
	
	
	
	

	
	
	
	
	
	


	Evaluator’s Name:
	
	DOE PT

	Signature:
	
	Agency:

	Date:
	
	Independent


Physical Therapy
SCHOOL FUNCTION EVALUATION
Pre-Kindergarten, Kindergarten and Elementary School Form

	Student’s Name:
	Teacher: 

	Parent/Guardian:
	Telephone #:

	Primary Physician:
	Telephone #:

	Hospital/Clinic:
	Telephone #:

	Orthotist:
	Telephone #:


Part I. BACKGROUND INFORMATION

	Diagnosis:
	Medication: 

	Special Alerts:
	Date of Pre-existing IEP:

	Means of Mobility:

	Current Adaptive Equipment/Assistive Technology:


A. Student Information:
B. Teacher Report:
C. Parent Report:
Part II. SCHOOL PARTICIPATION ASSESSMENT

	Please summarize School Function Assessment (SFA) 

Part I Participation results on chart below:

	Date ►
If Review: Previous Report

Current Report

Regular Classroom

Special Education Classroom

Playground/Recess

Transportation

Bathroom/Toileting

Transitions

Mealtime/Snack Time

PARTICIPATION TOTAL SCORE

/

/

PARTICIPATION CRITERION SCORE

/100

/100


	RATING KEY

1

Participation extremely limited   

2

Participation in a few activities  

3

Participation in all aspects with constant supervision
4

Participation in all aspects with occasional assistance  
5

Modified full participation  
6

Full participation
N/A

Not applicable




A. Classroom/Locker Activities:
B. Community Mobility and Transportation:
C. Activities of Daily Living: Toileting, Hygiene:
D. School Mobility:
E. Mealtime:
F. Physical Education Performance and Participation:

G. Pre-Vocational Skills:
H. Other School- or Student-Specific Activity:
Part III. INDIVIDUAL ASSESSMENT

A. Gross Motor Assessment:
B. Sensory Assessment/Task Behavior:
Part IV. SUMMARY and PRELIMINARY RECOMMENDATIONS

	A. Summary of Present Level of Function



	B. Preliminary Recommendation

	
	NO, PT is not recommended. Reason:

	
	
	The student is participating within the range typical of his/her peers.

	
	
	The student’s needs can be met by the student’s current education program and/or support services.

	
	
	The student’s physical limitations/deficits do not interfere with his/her participation in the school environment.

	
	
	The student’s current function is at an appropriate level given the nature of his/her disability.

	
	
	Physical therapy is not the appropriate service to address the student’s participation restriction. 
(See suggestions below.)

	
	
	Other: 

	
	YES, PT is recommended. Please see IEP for Annual and Short-term Goals.

	
	Frequency
	Duration
	Group
	Location

	
	
	
	
	

	
	
	
	
	

	
	Explain how this recommended mandate will benefit student’s participation and performance in his/her educational program. Outline proposed intervention plan by describing focus areas (student, task and/or environment) and service delivery methods (direct, integrated and/or consultative) to be utilized.




	C. Other Suggestions


	
	 APE
	 
	  OT
	 
	  AT
	 
	Other:


	Therapist’s Signature:
	Date:
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