
Smart Choice Therapy Inc
Preschool Special Education & Multidisciplinary Evaluation Program

1250 Hylan Blvd, Suite 9B, Staten Island, NY 10305

Phone: (718) 414-2596 Fax: (929) 274-7419


Annual Progress Report

Student's Name: ​​______________________________________ DOB: ____________NYC # : _________________________________







Mandate: __________________________            First Attendance Day: ____________________        Location: _______________________





Related Services: ________________________________________________________________________________________






Teacher’s Name: ____________________________________________________________________________________





· Review of the educational service(s) and description of the student’s responses to the service: 

· Review of the IEP goals & objectives and  the student’s current  levels of performance in achieving the goals:
Cognitive Skills:

a) Child’s strengths:

b) Child’s weaknesses: 

Social-Emotional Skills:

a)   Child’s strengths:

b) Child’s weaknesses: 

Communication Skills:

a) Child’s strengths:

b) Child’s weaknesses: 

Self-Help/Adaptive Skills:

a) Child’s strengths:

b) Child’s weaknesses: 


Motor Skills:

a) Child’s strengths:

b) Child’s weaknesses: 

· Suggested modifications to the duration and frequency of educational/related service(s), if any, and recommended changes to goals and objectives, if any.  State if parents/guardians are in agreement with your recommendations and description of the performance.
                         Provider's Signature: ___________________________________   Date: ______________________
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