CATTARAUGUS COUNTY YOUTH BUREAU
CHILDREN WITH SPECIAL NEEDS 
PRESCHOOL PROGRAM

QUARTERLY ASSESSMENT

( 1st Qtr (2nd Qtr (3rd Qtr ( Annual Review  ( Summer
Child’s Name: 





School District: 




Address: 













Date of Birth: 





Age: 







Provider Name: 





Agency: 






Service: 






Date Initiated: 





Location of Service: 







Present Level of Services:

( SEIT 


( Related Services

( Center-based Classroom
 


( SEIT
__Individual/ __Group

____ times/wk 
____ minutes/visit
( OT 

__Individual/ __Group

____ times/wk 
____ minutes/visit 
      

( PT  

__Individual/ __Group

____ times/wk 
____ minutes/visit       

( Speech  
__Individual/ __Group

____ times/wk 
____ minutes/visit 

( Counseling
__Individual/ __Group

____ times/wk 
____ minutes/visit

( 1:1 Aide




____ times/wk 
____ minutes/visit


Physical Assessment: (Include physical status as well as changes in medical status) 
































Developmental Assessment: (Identify progress per objective in service plan for which you are providing service.  Include dates, assessments performed, tools & methodology used, and results.) 

















































































































































Recommendation for Service: (Include need for additional evaluation, change in service, etc.) 































Provider’s Signature



License #



Date

Licensed Provider’s Signature


License #



Date
ASHA #





NPI #
Appendix I


