Referral Procedures for

 Special Education Occupational Therapy 

Special Education Physical Therapy

After the decision is made that a special education student may require school-based therapy as a related service, the student's special education teacher prepares the referral form for assessment for special education school-based occupational therapy or for special education school-based physical therapy following the procedures below.

· Review the description of students who are appropriate for referral to guide you in determining the appropriateness of the referral.

· Inform the parent of your intentions to make the referral and request they complete the appropriate checklist to give input about the student's needs (checklist by the parent/guardian is required as part of referral).

· Complete the "Referral for Special Education School-Based Occupational Therapy" form or the “Referral for Special Education School-Based Physical Therapy” form being sure the form has been signed by the special education teacher of record and that all requested information is included.

· Forward the signed referral form to the Coordinator of Special Education School-Based Therapy at the Department of Special Education, District Office, Brookhaven

The referral will be reviewed by the Coordinator and assigned to a special education school-based therapist for assessment.  The therapist will contact the student's parent/guardian for permission to assess the student for special education school-based therapy.  The therapist may request the school's help in getting the permission form signed.  After obtaining parental permission, the therapist will contact the special education teacher of record and arrange to observe and meet the student and complete the assessment for possible school-based occupational or physical therapy services.

After assessing the student’s needs, the therapist will notify the teacher of record to set up an IEP conference at which the therapist’s recommendations will be considered by the IEP team.  If the IEP team decides that special education school-based therapy is required as a related service, the special education school-based occupational therapist or the special education school-based physical therapist will assist the teacher in developing appropriate goals and objectives or review existing IEP goals and objectives to meet the student’s requirement for therapy.  The IEP must contain a description of the therapy services that includes anticipated frequency, location and duration.

Occupational and Physical Therapy Service Delivery

Intervention in a school setting may be provided through direct and/or indirect therapy as specified in the student’s IEP.

DIRECT THERAPY

· Direct therapy has consistent direct contact with the student; employs specific therapeutic techniques to remediate and prevent problems, and assist in further progress in areas of delay that affect educational performance.

INDIRECT THERAPY

· Consultation:  The therapist develops a plan to support and maintain IEP goals, but instructs others (teachers, aides, paraprofessionals, parents) to carry out activities with the student on a daily basis; therapist essentially manages activities carried out by others.

· Monitor:  The therapist has contact with the teacher, staff, and parents regarding the student’s continued performance in his/her educational setting.  The therapist is available as a resource to school staff for support of the student’s IEP objectives.

Please remember the school district does not provide medical therapy services, but rather educational therapy required to meet the goals and objectives in the IEP. 
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FAX:  803-641-2628
REFERRAL FOR SCHOOL-BASED OCCUPATIONAL AND / OR PHYSICAL THERAPY

Child's Name   __________________________________________________ Birth date    _____________



Last


First

Middle

Social Security Number   _______________________            Medicaid Number _____________________

School (or location of special education services if Preschool referral)______________________________

Grade (if school age)_________Special Education Teacher or SLP ________________________________

Referral For:
___________
Physical Therapy

___________
Occupational Therapy

This referral was initiated due to (check all that apply):

_____
Special Education teacher concerns

_____
Preschool teacher concerns

_____
Regular Education teacher concerns

_____
Parent concerns

_____
IEP team recommendation

Student’s Documented Disability:  __________________________________________________________

Current Special Education placement:

_____
Self-contained

_____
Resource
_____
Preschool self-contained

_____
Preschool itinerant
_____
Speech

_____
Itinerant

Parent/Guardian 
________________________________________________________________________

Address     ________________________________________________________Phone________________

Student Arrival Time   _________________________Departure Time _____________________________

____
I have completed and attached the appropriate checklist(s) completed by all appropriate teachers and the parent (parent input is required through the checklist completion for all referrals).

____
I have completed intervention worksheet (p.4).

_____
I have attached a copy of the IEP goals/objectives that cannot be met without the support


of  OT/PT related services.

Signature   ______________________Position___________________
Date Submitted  ___________

Complete OT/PT referral packets should be sent to OT/PT School-Based Coordinator at the Department of Special Education.
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FAX:  803-641-2628

IDENTIFICATION OF NEED FOR SCHOOL-BASED PHYSICAL THERAPY

Student Name:
____________________________
School:  ___________________________________

Checklist completed by:  ______________________
Date Checklist Completed:  ____________________

*Relationship to Student:  _________________________________________________________________

*A checklist must be completed by the parent and by all appropriate school personnel 

DIRECTIONS:

For each item below, place a check in the appropriate box.  If the student performs the task, but takes too much time, place a * under "YES".

                                                                               Yes      No       N/A         Comments

CLASSROOM--LIBRARY--ART


Can position at all work stations   


Can access all work material


Can move between all work stations

DOORS


Can open and close all doors


Can move through doorways

HALLWAYS


Can travel required distance


Can move through crowded hallway


Can use water fountain

LUNCHROOM


Is safe on slippery floor


Can go through lunch line


Can carry lunch tray


Can maneuver in tight space


Can sit at lunch table

RESTROOM


Is safe on wet floor


Can move in and out of toilet stall


Can sit or stand at toilet


Can access faucet, soap, and towels

SCHOOL BUS


Can move on and off bus


Can sit securely on bus
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Student Name:
__________________________________
School:
___________________

                                                                               Yes      No       N/A        Comments

PLAYGROUND


Can access playground


Can play on outdoor equipment


Can negotiate stairs or ramps

ASSEMBLIES / SPORTS EVENTS


Can access assembly room/gym


Can access athletic field


Can sit with peers

COMMUNITY ACTIVITIES


Can access transit systems



     cars



     buses/vans



     trains


Can access buildings


Can access goods and products


Can push grocery cart


Can carry purchases

ADDITIONAL REQUEST 

Teacher would like more information and instruction about the student's:




wheelchair



walker



crutches



orthosis


Teacher would like more


information on positioning


Teacher would like assistance 


with adaptation of educational


materials
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Student Name:
__________________________________
School:
___________________

PLEASE LIST INTERVENTIONS THAT HAVE BEEN IMPLEMENTED TO ADDRESS THE CONCERNS NOTED IN THE CHECKLIST ABOVE.  DESCRIBE THE RESULTS OF INTERVENTION ATTEMPTS.
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