Cattaraugus County Youth Bureau 

Children with Special Needs Preschool Program

Prescription for

Evaluation
Child’s Name: 






Date of Birth: 



School District: 

















Recommendation for the following evaluations:
Check all that apply:


Reason for Evaluation
· Speech













· Physical Therapy











· Occupational Therapy











· Audiological












Comments:

Recommendation by (Print Name & Title): 









(Physician, PA, Nurse Practitioner, NYS Licensed Speech/Language Pathologist)
Signature: 





License #: 


     Date: 

  

(Physician, PA, or Nurse Practitioner)
Signature: 






License #: 


     Date: 

 
(NYS Licensed Speech/Language Pathologist)
ASHA #: 






NPI #: 













(If Applicable)

Address: 






Phone #: 



Appendix F


