Student Services - Policies, Practices and Procedures Manual 					Form AP403.c-1
											(Revised February 2012)
Annapolis Valley Regional School Board
REQUEST FOR ASSISTIVE TECHNOLOGY CONSULTATION
Student Information:

Name: _____________________________________________ SID___________________________
Gr: __________ DOB:_____________________School: ____________________________________ 
Homeroom Teacher:___________________________________Phone (H): _____________________
Legal Guardian(s): __________________________________________________________________

Consultation:

Requested By: ______________________________________________ Date: __________________
· Do any of the following know of your concerns? (please note names)
___ School Psychologist: _____________________________________________________________
___ Speech Language Pathologist: ______________________________________________________
___ Learning Disabilities Specialist: ____________________________________________________
___ Resource Teacher: _______________________________________________________________
___ Parent: ________________________________________________________________________
___ Student: _______________________________________________________________________
___ Other: _________________________________________________________________________

· Check description of challenge(s) and service need:

___ Developmental ___ Speech-Language ___ Vision ___ Physical
___ Learning Disabilities ___ Hearing ___ Autism/PDD ___ Other (specify):____________________________

· Description: _____________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
· Please indicate recent assessment(s) available in Special Documents Envelope:
Date: _____________________________Assessment by: ___________________________________
Date: _____________________________Assessment by: ___________________________________
Program Plan:
· Does the student’s curriculum include (check where applicable):
- an IPP: ___ yes ____ no____ in progress
- accommodations: ___ yes ____ no____ in progress
- other (ex. APSEA): ___ yes ____ no____ in progress
· Is assistive technology currently a component of the plan? ___ yes ___ no
· Describe any software, computer hardware, augmentative alternative communication or other
assistive devices being used and for what tasks:
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
· What specific questions would you like this consultation to address: __________________________
____________________________________________________________________________________
____________________________________________________________________________________
___________________________________________________________________________________
· Services Requested (please check):
___ information 	___ ongoing evaluation
___ software preview 	___ training
___ hardware preview:	 ___ other (specify): _______________________________________________
□ Low tech
□ Computer-based
□Augmentative/Alternative Communication Devices (AAC)

· Does the student have access to a computer (if yes, please identify below): ___ yes ___ no
Technology

	Technology Opportunites
	Access time per cycle/week 
	MAC/PC

	Resource Program
	
	

	Classroom
	
	

	Library
	
	

	Home
	
	



Principal's signature: _________________________________________ Date:_____________________

	Assistive Tech  USE ONLY:

Action Taken (identify dates):___________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________



DO NOT FAX THIS FORM
Send via school mail to:

Coordinator of Student Services
AVRSB Regional Office,
Berwick, NS





Copies: 	Original to Coordinator of Student Services						
Principal, Originator
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