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     New York City

         Department of Education

          District 75

Assistive Technology

Consideration Form
Student: _____________________
OSIS#: __________________________

Date of Birth: ________________
Date of Referral: __________________

School District: _____75________


School Site:___________________

School Address: ________________________



     ________________________

Team Members: __________________________________________________

_________________________________________________________________

AT Consideration Process Contact at School: __________________________




          Contact Phone Numbers: ____________________




          Contact Email Address: _____________________

Checklist to be completed before submission of form to SBST: 

· Assistive Technology Consideration Form

· Copy of the student’s most recent IEP

ALL COMPLETED PAPERWORK MUST BE SUBMITTED TO YOUR SCHOOL’S SBST/IEP REVIEW TEAM WHERE IT IS DOCUMENTED AND FORWARDED TO TECHNOLOGY SOLUTIONS. 

IDENTIFY

Current State/Desired State

1. An Assistive Technology, (AT) team is formed at the school. This team may include the following: student, family, aides/instructional assistants, audiologists, classroom teachers, occupational therapists, peers, physical therapists, social workers, physicians, psychologists, school principals, speech-language pathologists, teacher consultants, paraprofessionals or any other pertinent individual.

2. AT Team identifies current state. Current State is defined as: current level of functioning within the student’s educational environment.

3. AT Team identifies desired state. Desired State is defined as: optimal functioning of the student within the educational environment..

Analyze Current State

Student Variables: Please answer the flowing questions about the student being considered for Assistive Technology

Student’s Age: _______

Student is able to: (check all that apply)

	
	Objects
	Photos
	Symbols
	Words
	Numbers

	Match
	
	
	
	
	

	Recognize
	
	
	
	
	

	Identify/

Label
	
	
	
	
	


Does student interact with:


Peers   __ yes
__ no


Staff    __ yes
__ no

Please write a brief statement on how the student interacts:

_______________________________________________________________________________________________
_______________________________________________________________________________________________

Is the student able to walk without assistance?
___ yes
​​      ___ no, needs help        ___ uses wheelchair

Does the student have a special seating system?
___ yes
      ​​___ no, uses regular classroom chair and table

Does the student wear hand splints? 
___ yes

___ no
Does the student have eyeglasses?   ___ yes
___ no

Does the student wear eyeglasses?   ___ yes
___ no

Does the student (please check all that apply):


____ attempt to communicate with others


____ respond to questions


____ ask for help




____ respond to commands


____ comment on what is going on around them

____ follow directions


____ make choices




____ initiate/terminate activities

Additional Comments: ______________________________________________________________________

__________________________________________________________________________________________

What method of communication is currently used in school (please check all that apply):


___ gestures

___ words


      ___ Dynamic display device


___ vocalizations
___ Single-celled message device
      ___ Computer


___ symbols

___ Multi-celled message device
      ___ PECS

Additional Comments: ______________________________________________________________________

__________________________________________________________________________________________

Is the student able to use his/her hands to complete the following tasks: (check all that apply)
	
	Right Hand
	Left Hand 
	Needs Assistance

	Eat
	
	
	

	Drink
	
	
	

	Hit Switch
	
	
	

	Scribble
	
	
	

	Trace
	
	
	

	Copy
	
	
	

	Write
	
	
	

	Type
	
	
	

	Computer Mouse
	
	
	


What related services is the student receiving? (check all that apply)

___ Speech

___ OT 


___ PT






___ Vision

___ Hearing

___ Counseling

Which services are provided in the classroom? (check all that apply)

___ Speech

___ OT 


___ PT






___ Vision

___ Hearing

___ Counseling

School Environment: Please answer the following questions about the classroom/school setting:

Number of student’s in classroom: _________

Age range of student’s in classroom: __________

Number of staff in classroom: ___________

Does the student change classrooms/go to the lunchroom during the school day?  ___ yes
___ no

Home Environment: Please answer the following questions to the best of your ability:

Language(s) spoken in the home: ___________________________________________

Does a staff member have a working relationship with the student’s parent/guardian?  ___ yes
___no

Does the student and family receive support from an agency other than the NYC Department of Education?




___ yes, please list agency: _________________________________




___ no

What do you hope the student to achieve by the integration of assistive technology equipment?
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________



Note:

This referral form is a request for a team from Technology Solutions to evaluate the student in collaboration with the school staff. The goal of the evaluation is to perform an unbiased evaluation for each student and recommend equipment that will facilitate communication and/or facilitate access to the educational environment. In cases where Assistive Technology Equipment is not recommended, suggested goals for achieving desired skills will be suggested.

This form can be downloaded from the D 75 Website by going to the following link: http://schools.nyc.gov/Offices/District75/Departments/Technology/AssistiveAdaptive/at_forms.htm
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