Smart Choice Therapy Group LLC
Preschool Special Education & Multidisciplinary Evaluation Program
1250 Hylan Blvd, Suite 9B, Staten Island, NY 10305
Phone: (718) 414-2596 Fax: (929) 274-7419

REQUEST TO AMEND STUDENT’S IEP

Student’s Name: ______________________________________DOB: _____________________ NYC ID #:_________________________________

IEP Mandate:__________________________________________ First Attendance Day:____________________________________________
 
Provider’s Name:_____________________________________________________________________________________________ 

[   ] Change Location                    From______________________ To________________________
[   ] Increase In Frequency           From______________________ To________________________
[   ] Decrease in Frequency          From______________________ To________________________
[   ] 12 Month Rationale
[   ] Termination Effective as of   _______________________________________________________
[   ] Request Additional Evaluation: [  ] ST       [  ] PT     [  ] OT    [  ] SEIT     [  ] Counseling

CURRENT FUNCTIONING: (IEP goals worked on and met. Child’s response to services.)






CONCERNS / REASON FOR REQUEST: (Explain the request for change to the IEP or request for an additional evaluation. Use specific examples.)






RATIONALE FOR REQUEST: (Why does a child need the requested change to the IEP or an additional evaluation? Include the statement if parent is in agreement, specify your recommendations.)









Provider’s Signature: __________________________________________________________ Date:__________________________________________




