Physician Name and Address

CHECKLIST FOR SCHOOL EVALUATION INFORMATION    
  Date: _______________

Name: _____________________________________
_   Date of Birth _______________   Age: ______________​​​_

School / telephone number: ​​​​​​​​​​​​​​​​​_______________________________________________________________________   

Grade / Teacher: ______________________​​​​​​​​​​​​​​​​​​​​​​​_________________________________________________________ 

Abbreviated Flowchart / Brochure given to family/caregivers; Process of evaluation explained: ________________











    Date/initials

Date Requested
           Date Returned

Form / Information
_______


_______

Consent to Share Information

_______


_______

Child & Family Information Form

_______


_______

DSM IV Forms (e.g. ADHD RS-IV); School

_______


_______

DSM IV Forms (e.g. ADHD RS-IV); Home 

______


_______

School Information Form K-6 ❒  or 7-12  ❒
_______


_______

ASEBA Teacher Report Form
_______


_______

ASEBA Parent Report Form
_______


_______

ASEBA Youth Self Report Form
_______


_______

Daily School Schedule

_______


_______

Writing Sample 

_______


_______

Classroom Observation 

Psycho-educational testing (Date & Evaluator): _______________________________________________________ 

Complete Special Education Evaluation (Date & Findings): _____________________________________________

Case manager / school contact (special educator, teacher, principal etc.): __________________________________
_______

Complete Review of Systems & Physical Exam 

Time spent ___________________

_______

Wrap Up Meeting with parents / patient


Time spent ___________________

_______

Medication Release for School

_______

Target Symptom checklist form for follow up 

_______

Letter to School (stating diagnosis/ treatment plan/medications)

_______

Report Dictated





Time spent ___________________
_______

Final report sent





TOTAL TIME SPENT _________
_______

Counselor: _____________________________________________________________________
