
















   
 

Evaluation & Reevaluation  Section F 
 

Independent Educational Evaluation (IEE) 

Independent Evaluator/Agency List 

Type(s) of Evaluation: Psycho-Education Evaluations, Occupational Therapy, Physical Therapy, 

Speech/Language Therapy, Assistive Technology 

• Dr. Jennifer Horn 

Beacon Psychology Services 

11495 N. Pennsylvania Street # 105 

Carmel, IN 46032 

(317) 942-4020 

 

• Dr. Julie Thompson Steck, Ph.D., HSPP 

Children's Resources Group 

9106 N. Meridian, Suite 100 

Indianapolis, IN 46260 

Phone: (317) 575-9111 

Fax: (317) 571-4470 

 

• Dr. Abigail Dormire Powers 
Powers Psychological Services, LLC 
10311 Dawson Creek Blvd. 
Ft. Wayne, IN 46825 
Phone: (260) 490-5800 
www.powerspsych.com 
 

• Dunn Associates 
1910 St. Joe Center Road, Suite 23 
Ft. Wayne, IN 46825 
Phone: (260) 484-5599 
Email: info@dunnassociatestherapy.com 
 

• Dr. Michael Scherbinski, Ph.D., HSPP 
Prometheus Psychological Services 
6229 Constitution Dr. 
Ft. Wayne, IN 46804 
Phone: (260) 409-8188 
www.fortwaynetherapy.com 

 

• Dr. Ina Carlson 
  Park Center 
  909 East State Blvd 
  Ft. Wayne, IN 46805 
  Phone: (260) 481-2700 
  www.parkcenter.org 

http://www.powerspsych.com/
mailto:info@dunnassociatestherapy.com
http://www.fortwaynetherapy.com/
http://www.parkcenter.org/
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• Turnstone Center for Children and Adults with Disabilities 
   3320 North Clinton Street 
   Fort Wayne, IN 46805 
   Phone: (260) 483-2100 
 

• Dr. Chelsey Carrington 

Children’s Resource Group 

9106 N. Meridian, Suite 100 

Indianapolis, IN 46260 

(317) 575-9111 







Parent Withdrawal Permission for Evaluation

To Whom It May Concern:

At this time, I am formally withdrawing my permission for school personnel and Adams Wells

Special Services to evaluate my child, __________________________ - _______________,
Student Name Date of Birth

revoking my consent to be tested to determine the need for special education services. By

signing below, I acknowledge that I have received a copy of the Parental Rights and Procedural

Safeguards and understand that I can request a psychoeducational evaluation at any time in the

future.

________________________ ______________________ _____________

Parent Printed Name Parent Signature Date

_________________________________________________________________________

To Be Completed by Office Personnel

Student Name:_______________________________ DOB:____________ STN:_________

School Corporation:__________________________________________________________
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