GRANT COUNTY SPECIAL EDUCATION COOPERATIVE

MISSISSINEWA ADMINISTRATION BUILDING
426 East South “A” St.
Gas City, IN  46933
MULTIDISCIPLINARY EVALUATION TEAM MEMBER REPORT

SPEECH LANGAGE THERAPIST

Student name 
 School 


D.O.B. 
 Gender:  M 
 F 
 Grade


HEARING SCREENING REPORT: (Please screen if last test is over one year old)

1.   Date hearing test given:  






2.   Results:  

3.   Comments:  

SPEECH/LANGUAGE REPORT:

1. Is student enrolled in speech/language therapy program?   _____ yes   _____no

(If yes, please attach current goals)

2. Additional Information:  



Speech/Language Teacher



Date

