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POTTSTOWN SCHOOL DISTRICT
Student Services Department

ADMINISTRATION BLDG. (230 Beech Street(Pottstown PA 19464((610)970-6621(FAX(610)323-9307
www.pottstownschools.com
Parent Input Form for Speech Services
(Information provided will be included in student’s evaluation and/or IEP)
Student’s Name: ____________​​__________________________
    Date of Birth: _______________________________
To assist in the Evaluation/ Re-evaluation/Review process, please complete the following information and return to the speech therapist.  

· If you do NOT wish to provide any input, please initial here and return to the speech therapist _________
Do you have any concerns about your child’s speech/language skills? Please indicate below:
	Area 
	Yes
	No
	If yes, please explain:

	Articulation: 

producing speech sounds
	
	
	

	Language:

Forming sentences, understanding vocabulary, following directions, social language
	
	
	

	Fluency:

Stuttering 
	
	
	

	Voice:

Harsh, breathy, hoarse
	
	
	


Please describe any concerns you have regarding your child academically within the classroom:  ___________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Did your child achieve developmental milestones in a timely manner (talking, walking, eating, weaning from bottle/pacifier)?   
________ yes

__________ no

If no, please explain: ________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child have (or has he/she ever had) any medical concerns? _______ yes 
________ no

If yes, please explain: _______________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Has your child ever received speech therapy? ______ yes 
________ no

· If yes, where did he/she receive therapy? ________________________________________________________________
· If yes, please also describe what he/she was receiving therapy for: ____________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Has your child ever received any other professional evaluations (for example: occupational therapy, physical therapy, psychiatric, behavioral, audiological or medical evaluations)? _______ yes 
_______ no

· If yes, please include copies of these evaluations.
Building a Better Tomorrow














