THIS FORM WILL BECOME PART OF STUDENT’S CUMULATIVE RECORD

Child Study Checklist 2010-2011
Anoka-Hennepin School District #11 Evaluation Team

Student:  __________________________________ Grade: ________ School: ____________________ Gender:   M    F 

D.O.B.: ___________________ Student ID#: _____________________ Child Study Date: _______________________

Teacher:  ____________________________(Elementary)     Case Manager: ________________________(for re-evals)

Referral initiated by: ________________________________ Relationship to student: ___________________________
Please describe the student’s strengths and special abilities:  

Is this referral the result of a disciplinary action or expulsion?    Y    N    If yes, please explain:
Please check the educational concern(s) for this student.  If more than one concern, please rank them.

____ Academics
___ Speech/Language
___ Physical Handicap
   
___ Traumatic Brain Injury

____ Behavior
___ Cognitive Disability
___ Vision Impairment
   
___ Fine Motor Skills

____ Autism
___ ADHD
___ Hearing Impairment            
___ Gross Motor Skills
Initial 

Date referral discussed with parent: _______________ 
Parent concerns: 

Date 1st intervention completed: ______________________ Date 2nd intervention completed: ______________________
Re-Evaluation 
Date of last IEP: _____________ Date of last ESR: _____________ Date re-eval discussed with parent: _____________

Parent concerns: 
What is the student’s primary disability?  (If OHD, TBI, PI – nurse needs to provide recent medical documentation)

List any secondary disabilities:  
Is the student receiving any related SPED services?    Y    N    If yes, please list: 
How often does the student access the resource room and for what reasons? 

Does the team believe the student continues to demonstrate a need for specialized instruction?    Y    N  

Is the team considering a change in the primary disability label?    Y    N    

If yes, what does the team consider being a more appropriate primary disability?   

1) Background Information: (Completed by__________________________________________)
How long has the student been living in the U.S.?  

How long has the student been enrolled in Anoka-Hennepin?  

Is attendance a concern for this student?    Y   N   

Is the student involved with a Student Learning Advocate or Indian Education Advocate?    Y   N  

What is the primary language of the student?   

Is an interpreter needed to communicate with the student?    Y   N

What is the primary language of the student’s family?   

Is an interpreter needed for communicating with the family?    Y    N

Are the parents/guardians able to read English?    Y    N                          Write in English?    Y    N

Has the student ever repeated a grade?    Y    N    If yes, which grade?  

Which, if any, additional services is the student receiving (Targeted Services, Title, etc.)? 
Is the student involved with a social worker, psychologist, probation officer, or any other agencies?    Y    N   

If yes, please provide contact information:

2) Academic Performance: (Completed by ______________________________________________)
Please rate the student’s performance in the following areas:

    No            Mild       Moderate     Severe

Concern    Concern
Concern    Concern



(              (
(               (    
 Basic Reading Skills (sound/symbol association, letter identification, decoding)


(              (
(               (    
 Reading Comprehension (understands meaning of what is read)


(              (
(               (        Reading Fluency (reads connected text smoothly and automatically)


(              (
(               (        Written Language (communicates ideas effectively in writing)


(              (
(               (        Math Calculation (process numerical symbols, perform numerical operations)


(              (
(               (        Math Reasoning (understands logical relationships between math concepts)


(              (
(               (        Oral Expression (use of spoken language to communicate ideas)


(              (
(               (        Listening Comprehension (ability to understand spoken language)

Please rate how often the student struggles with:

   Never      Seldom  Occasionally  Often


(              (
(               (     
Test performance


(              (
(               (      
Comprehension of new material

(              (
(               (       
Assignment/homework completion


(              (
(               (      
Student expresses frustration with academics


(              (
(               (       
Work is completed carelessly or too quickly


(              (
(               (       
Work demonstrates a lack of understanding

Please describe the student’s academic difficulties:  

Current DRA Level ____________________ as of (date) _________________

What accommodations or modifications is the student currently receiving?  

3) Social/Emotional/Behavioral Skills: (Completed by ___________________________________________)
Please rate the student in the following areas:

    No            Mild       Moderate     Severe

Concern    Concern
Concern
   Concern



(               (
(
             (        Peer interactions


(               (
(
             (        Adults/staff interactions


(               (
(
             (        Friendship/social skills


(               (
(
             (        Self-esteem


(               (
   (  
             (        Perfectionism


(               (
   (  
             (        Sad/depressed


(               (
   (  
             (        Shy/timid


(               (
   (  
             (        Social withdrawal


(               (
   (  
             (        Anxious/fearful 


(               (
   (  
             (        Physical aggression


(               (
   (  
             (        Verbal aggression


(               (
   (  
             (        Mood swings

(               (
   (  
             (        Rule breaking

(               (
   (  
             (        Threatening behaviors

(               (
   (  
             (        Other concerns (please specify):  
Are there significant social, emotional or behavioral concerns regarding the student?    Y   N    (If no, skip to section 4)
What specific, observable behavior interferes the most with the student’s ability to be successful in school?  
How does this behavior adversely affect the student’s educational progress?  

How does this behavior adversely affect the student’s social interactions?  

Is there a particular time and place that this behavior typically occurs?  

How often does this behavior typically occur?  ________ times per/hour  ________ times per/day  ______times per/week
Is there documentation or suspicion of illegal chemical use by the student?    Y   N
Is there documentation or report of any mental health diagnoses for the student?    Y   N    If yes, please list:
4) ASD Concerns: (Completed by _________________________________________) 

Does the student display any of the following behaviors:

    Yes       No

 (  
 (
Unusual or inappropriate ways of initiating social interactions and responding to peers (describe)


 (
 (
Misinterprets others’ behaviors and social cues (describe)



 (  
 (
Unusual eye contact (e.g. avoids looking at people, appears to look through people)

 (  
 (
Fails to initiate and maintain conversations with peers and/or adults

 (  
 (
Demonstrates peculiar voice characteristics (e.g. high pitch, excessively loud, monotone, sing-song, etc)


 (  
 (
Repeats words and phrases over and over AND/OR uses words that he or she has made up


 (  
 (
Uses overly formal speech (i.e. vocabulary that is significantly more advanced than peers)


 (  
 (
Has significant difficulty with transitions between activities 


 (  
 (
Has significant difficulty with changes in routine


 (  
 (
Displays rigid, rule-bound thinking and behavior patterns (describe).


 (
 (
Is intensely, excessively focused on a limited range of interests, topics, or objects (describe).



 (  
 (
Demonstrates abnormal body use (e.g. rocking, spinning, repetitive jumping, finger-wiggling, etc)

Please note:  Testing for Autism Spectrum Disorder requires consultation with an Autism Resource Specialist prior to the Child Study meeting.  In addition, sections 5, 6, and 10 of this form need to be completed.
5) Speech/Language/Communication: (Completed by:_______________________________________)

(Testing in this area requires consultation with a Speech/Language Pathologist prior to the Child Study meeting)  

Is this student reluctant to speak?    Y   N

A) Articulation

What percentage of the student’s speech are you able to understand clearly?    100%      90%      80%      50%      <50%

Please describe any articulation problems or sound errors observed.  
B) Language

    No           Mild        Moderate    Severe

Concern   Concern
Concern
  Concern


      (
(
(              (
Uses proper grammar / Speaks in complete sentences

      (
(
(              (
Uses age-appropriate vocabulary

      (
(
(              (
Retrieves words quickly

      (
(
(              (
Asks and answers questions appropriately 

      (
(
(              (
Organizes and expresses ideas                                  

      (
(
(              (
Retells stories and sequences of events
C) Auditory Processing/Listening Comprehension
    No            Mild      Moderate   Severe

Concern   Concern   Concern   Concern


 (             (             (              (        Follows oral directions or instructions

      (             (             (              (
        Understands classroom discussions

      (             (             (              (
        Remembers auditory information

      (             (             (              (
        Discriminates between similar sounding words
D) Social Communication

   No            Mild      Moderate   Severe

Concern   Concern   Concern   Concern


      (             (             (             (
       Appropriately starts, maintains, and ends conversations

      (             (             (             (
       Understands and uses appropriate non-verbal communication (facial 






expressions, tone of voice, body language)

E) Voice

Does the student have unusual voice quality, pitch, or volume?    Y    N    If yes, please describe: 

Does the student have a voice related medical diagnosis?    Y   N    If yes, please attach appropriate documentation.

F) Stuttering
Does the student stutter?    Y    N    If yes, please describe: 
6) Motor Skills: (Completed by ____________________________________________________)
(Testing in this area requires consultation with an OT, PT, and/or DAPE Teacher prior to the Child Study meeting) 

Are there concerns regarding the student’s fine motor skills?
Y   N    

Are there concerns regarding the student’s gross motor skills?     Y   N    (If no in either area, skip to Section 7) 

Please rate the student in the following areas:

   No            Mild      Moderate    Severe

Concern   Concern   Concern
Concern


     (               (             (              (
       Ability to print or write legibly 

     (               (             (              (        Ability to copy from an overhead or blackboard

     (               (             (              (        Ability to use a keyboard or mouse

     (               (             (
   (        Gross motor skills (standing, walking, climbing stairs, etc.)
     (               (             (
   (        Other concerns (please specify): 
Is the student’s performance significantly lower than peers when participating in physical activities?    Y    N

Does the student require more assistance and guidance than peers to participate in physical activities?    Y    N

Does the student’s behavior interfere with performance of self, or others, during physical activities?    Y    N

Does the student have any motor limitations that may be addressed with Assistive Technology?    Y    N

Please describe any other motor concerns? 

7) Adaptive Behavior Skills: (Completed by _____________________________________________)
Please rate the student in the following areas:


No           Mild     Moderate    Severe

Concern   Concern   Concern
Concern

     (              (              (
        (        Demonstrates independent understanding of daily school routines

     (              (              (
        (        Independently anticipates/plans for up-coming activities or tasks


     (              (              (
        ( 
      Independently manages personal belongings (clothing, materials, workspace)

     (              (              (
        (        Uses tools independently (pencil, calculator, computer, planner, etc.)

     (              (              (
        (        Follows rules / uses good judgment to stay safe 

     (              (              (
        (        Navigates hallway, lockers, stairs, doors independently

Does the student require significant assistance to complete tasks?    Y    N

Does the student have an evacuation plan?    Y    N

Does the student require special transportation?    Y    N

8) Functional Skills: (Completed by _______________________________________________)
Please rate the student in the following areas:

      No            Mild     Moderate    Severe

  Concern   Concern   Concern
  Concern
       (              (              (              (        Completes assignments / homework on time
       (              (              (              (        Maintains organized materials, locker or desk

       (              (               (              (        Stays on-task / works through distractions
       (              (               (              (        Shifts focus as needed

       (              (               (              (        Starts tasks independently

       (              (               (              (        Works independently

       (              (               (              (        Follows a schedule
       (              (               (              (        Recalls / remembers information

       (              (               (              (        Is impulsive 

       (              (               (              (        Is hyperactive

       (              (               (              (        Arrives to class on time

       (              (               (              (        Brings needed supplies to class

       (              (               (              (        Participates in class discussions
       (              (              (              (        Other functional concerns (please specify): 

9) Health/Physical Status:  (Completed by _________________________________________)
Does the student have any medical diagnoses?    Y    N    If yes, please list:
Does the student demonstrate any health or physical concerns?

  Yes    No
  Yes    No

(
(
Headaches 
(
(
Dizziness 





(
(
Stomachaches
(
(
Fatigue



(
(
Watery eyes
(
(
Runny nose


(
(
Nasal congestion
(
(
Cough


(
(
Shortness of breath
(
(
Toileting concerns




(
(
Wears glasses or has vision problems
(
(
Wears hearing aids or has hearing problems


(
(
Other concerns (please specify):

If you answered yes to any of the questions above, please provide further details.  

10) Sensory Concerns: (Completed by _______________________________________________)
(Testing in this area requires consultation with an OT prior to the Child Study meeting) 

Does the student have any sensory processing concerns (i.e. movement, visual, auditory, etc.)?    Y    N   
(If no, skip to section 11)
Please rate this student in the following areas:
     No            Mild     Moderate    Severe

 Concern   Concern   Concern   Concern
 


  (
(
(              (        Touches others excessively



  (
(
(              (        Touches objects excessively


  (
(
(              (        Difficulty standing in lines


  (
(
(              (        Seems sensitive to loud noises


  (
(
(              (        Seems sensitive to bright lights


  (
(
(              (        Mouths objects excessively


  (
(
(              (        Seems resistant to touch 


  (
(
(              (        Displays excessive movement


  (
(
(              (        Engages in forceful movement (pushing into things, slamming, falling, etc.)


  (
(
(              (        Other concerns (please specify): 
11) Transition: (for secondary students only)
Are there particular concerns regarding this student’s transition to high school and/or adulthood?    Y    N  

If yes, please describe: 
12) Assistive Technology:
Does the student currently use any Assistive Technology devices (AlphaSmart, organizer, slant board, etc.) in any environment?    Y    N    If yes, please list devices and environments in which they are used.  

Are there any areas of functional limitation that may be improved by an Assistive Technology device?    Y    N    If yes, please describe:  
Does the student use a speech-generating device?    Y    N    If yes, please complete and attach the Speech Generated Device Questionnaire.

13) Testing Considerations: 

List 2-3 teachers who know the student well enough to complete questionnaires or rating scales:   

Are there any classes from which the student cannot be pulled? 
  Y    N    If yes, please list:   
In what classes would it be best to observe the student?  
For re-evaluations, are there unusual circumstances that would require the presence of an Evaluation Team member at the ESR meeting?    Y    N    If yes, please describe: 

INFORMATION REQUIRED AT CHILD STUDY MEETING

· This completed Child Study Checklist

· Report cards/Transcripts (copies of ALL previous report cards for elementary) 

· Class schedule

· Parent contact info
· Attendance records

· Discipline report

· Nursing Evaluation Plan Worksheet (provided by school nurse)

· District enrollment form for move-ins (Census Form)

If Applicable: 

· Outside agency evaluations
· Home Language Questionnaire from Family Welcome Center

· Copies of any alternative assessments completed

· Copies of augmentative communication systems being used by student

· Speech Generated Device Questionnaire

· Work samples (for students with fine motor/handwriting concerns) – on lined paper, copied from a near point model (i.e. handwriting book)
For re-evaluations, also provide:

· Most recent IEP and Progress Report

· All previous ESR’s
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