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Date received by the Consultant ______________      Initials ____________ 8/4/2016 2:00 PM Version 
 

ADAMS WELLS SPECIAL SERVICES COOPERATIVE 

PERMISSION FOR OBSERVATION/CONSULTATION 

Student Name ___________________________ DOB ______________________________ 
 

School _________________________________ Teacher ____________________________ 
 

Referring Staff Member ___________________ Contact Info ________________________ 
 

 

Your child has been experiencing some difficulties at school.  To further assist your child, we 

would like to request your permission for staff from Adams Wells Special Services Cooperative 

to provide services which may include observation, staff consultation, and student interview 

at school to help improve your son’s/daughter’s learning experience. 

If you have questions, please contact your son’s/daughter’s teacher.  You will receive a copy of 

any reports or recommendations after the services are completed. 

Thank you for your cooperation. 

 Yes, I give permission to provide the services described. 

 

 No, I do not give permission to provide the services described. 

 

 

 

Parent Signature _______________________________________ Date _________________ 
  

 

 

For office use only:  Date received by TOR/Teacher: ________________________________ 
  

 

 

 

 



2 of 2 
 

Date received by the Consultant ______________      Initials ____________ 8/4/2016 2:00 PM Version 
 

ADAMS WELLS SPECIAL SERVICES COOPERATIVE 

REFERRAL FOR OBSERVATION/CONSULTATION 

Student Name ___________________________ DOB ______________________________ 
 

School _____________________  Grade _____ Principal ___________________________ 
 

School Phone ___________________________ Teacher ___________________________ 
 

Observation/Consultation requested from: 

 Autism Consultant 

 Assistive Technology Consultant 

 Behavior Consultant 

 Teacher for Blind Low Vision 

 Teacher for Deaf and Hard of Hearing 

 Orientation & Mobility Consultant 
 

Please complete the following information. 

1. Is there a treatment history (i.e., psychiatrist, counselor/therapist, hospitalizations, 
medication, etc.)? Check one. 

 Yes   
List the treatment providers.  Attach 
Release of Information if applicable. 

 No 

*Use the back of this sheet to add additional information and/or include attachments. 

2. List the problem behaviors (i.e., academic, behavioral, or other). ______________________  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
 

3. What interventions have been implemented to address these concerns?________________ 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
 

4. What are your expectations for the Consultant?  How do you want her/him to assist? _____ 

___________________________________________________________________________

___________________________________________________________________________ 
 

5. The next Response to Intervention (RtI) meeting for this student is scheduled for this date 

and time:   Date ____________________________  Time __________________________  

Coordinator Signature: __________________________________________________________    

Assigned to: ___________________________________________________________________ 


