OCCUPATIONAL THERAPY EVALUATION

Student Name:


[image: image1]:                Home Dist: 

Birthdate:
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Grade: 
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Teacher: 
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Date of Report: 
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Diagnosis: 

 Reason for Referral:
	


 Description of Student:

	


 Evaluation Tools:
	


 Discussion:
 Neuromuscular Status:
	


 Sensory Status:
	


 Fine Motor Coordination:
	


 Visual Motor Integration:
	


 Summary:
	


                                                                                                      Therapist’s Signature

                                                                                                      Therapist’s Name/Title
cc:
Parents


District


School/Teacher


Therapist
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