Board of Education

Regional Education Service District

1025 North Shiawassee Street Corunna, Michigan 48817 Phone (989) 743-3471 Fax (989) 743-6477

ASSISTIVE TECHNOLOGY CONSULTATION REQUEST

Name of Student: Date:
Date of Birth: School:

Eligibility: Grade:

Teacher:

Team Members:

Referral Source:

Contact Information:

Parent Contact:

What is the primary reason for this referral?

List the accommodations/materials/equipment currently being used by the

student to access the curriculum:

What do you want the student to be able to do, in relationship to the IEP goals,

iffwhen using assistive technology?

Please send completed form to Building Administrator and SRESD Regional
Supervisor.
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