	[image: image1.png]



	Autism Interdisciplinary Team
	[image: image2.png]




	
	Barton County Special Services
	

	
	2535 Lakin Avenue, Great Bend, KS 67530
	

	
	620-793-1550     Fax – 620-793-1551
	


AIT Request for Consultation
[Submit this form if you have a student already identified on the spectrum and the SIT team or IEP team is needing assistance in educational planning.]
	Student Name: 
	Date of Request:      

	Age:      
	School:      

	Gender:    FORMCHECKBOX 
 M    FORMCHECKBOX 
 F
	Grade:      

	Ethnicity:       
	Referring Teacher(s):      

	Parents:      
Address:      
Telephone:                                                                                    
	General Ed. Teachers(s):      
                                                



Special Education/IEP: Yes  No  

If yes please mark identified IEP exceptionality(ies): (if multiple, please indicate 

primary and secondary)
 FORMCHECKBOX 
DB    FORMCHECKBOX 
DD    FORMCHECKBOX 
ED    FORMCHECKBOX 
GI    FORMCHECKBOX 
HI    FORMCHECKBOX 
LD    FORMCHECKBOX 
MD    FORMCHECKBOX 
ID    FORMCHECKBOX 
OHI    FORMCHECKBOX 
OI    FORMCHECKBOX 
SL    FORMCHECKBOX 
TBI    FORMCHECKBOX 
VI

	Communication:

Have students’ parents been contacted about your concerns?  Yes  No
If yes, how do they feel about this referral?       



	Description of Concern (observations of):

Behavior:        

(Please indicate which settings these behaviors are most apt to occur in ( i.e., Art, Academic subjects, PE, Electives, recess, etc.)   



	Vocalizations:       


	Communication:       

	Social Skills:       


	Awkward movements / Motor Skills (fine and gross motor):       


	Sensory Concerns:       



	Interventions/Strategies being Implemented (i.e, behavior plan, visual supports, modifications to assignments, seating, modifications in schedule, communication notebooks):       


	Additional Information:

When is a good time to observe the student?       

	When is your plan time?       



	Signatures:

	_________________________


           
___________

Referring Teacher Signature




Date
_________________________


           
___________

School Psychologist Signature




Date


Please make sure the following documents accompany this Consultation Referral.  
If not identified/not receiving Sp. Ed. Services:
 FORMCHECKBOX 
 Documentation of 2 SIT Meetings

 FORMCHECKBOX 
 Most recent FBA (if applicable)
 FORMCHECKBOX 
 Documentation of ASD diagnosis
If identified/receiving Sp. Ed. Services under an exceptionality other than AM:

 FORMCHECKBOX 
 Most recent IEP, Progress Report, Evaluation/Reevaluation, 

 FORMCHECKBOX 
 Documentation of 2 Staffing notes

 FORMCHECKBOX 
 Most recent Behavior Plan (if applicable)
 FORMCHECKBOX 
 Most recent FBA (if applicable)
 FORMCHECKBOX 
 Most recent CAPS (if available)
 FORMCHECKBOX 
 Documentation of ASD diagnosis
Please submit contents to AIT team:  Attn: AIT Team @ BCSS

Thank you for your concern.  We look forward to assisting your team.
