
 

 
   
Date:___________________   District/School____________________________________ 
 
Student ________________________  Date Of Birth ______________________________ 
 
Case Manager : ________________ Email ________________Phone:_____________ 
 
Teacher (s): ________________ Grade: _____  Preferred time/day: ________________ 
 
Student currently ____ receives and/or has ____received any of the following: 
 
_____ IEP   ____ 504 plan ____   OT_____   PT  _____  Other Support Services  
 
Student’s  medical condition or educational disabilities: _______________________ 
Questions/reason for referral: _______________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
What types of Services are being requested?  
 
_____ Consultation = 1/2 hour 
 
_____ Meeting = 1 hour 
 
_____ Observation = 2 hours  
 
_____ Screening = 3 hours 
 
_____ Evaluation = 6 hours 
 
_____ Comprehensive = 10 hours  
 
_____ ​Supervision or Staff Training (to implement/monitor program) = 3 hours 
 
Estimated date/s for requested services: ___________  Provider’s Initials: _______ 
 
Signature of administrator authorizing payment for services (SPED/Non SPED):  
 
__________________________________________________________________________ 
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P.O. Box 44 White River Junction, VT  05001 
802­299.2494 ​maryblake@therapeuticdimensions.org 
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