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TEAM REVIEW PROCEDURES: 
 

1. Wendy Bohannon sends out a spreadsheet that has all Team Reviews that are due for the school year 
to the school administrator and/or special education contacts that designates a DATE that they are 
DUE in our office.  Please note that what is sent in this spreadsheet is only a “guide”.  Case managers 
are ultimately responsible for knowing when their students are due for their Team Review. 
 
Case managers should NOT look at the student’s IEP for the eligibility date.  Case managers should 
always check the student’s blue folder for the most recent Eligibility Committee Summary of 
Deliberations for the most recent eligibility date.  The Team Review will be due 3 years, minus 1 day, 
from the eligibility date.  For example, if a student’s last eligibility date was 10/31/14 the student’s 
Team Review must be done in time for the next eligibility meeting to be held by 10/30/17.  It is 
imperative for case managers to adhere to the due dates provided.  If unsure of any dates, please 
contact Wendy via email at wbohannon@mcpsweb.org.   
 

SCH GR ID# 
Last 
Name 

First 
Name 

Middle 
Name 

DOB AGE 
DIS 
1 

DIS 
2 

DIS 
3 

ELIG 
DATE 

TRIEN 
DUE 

DUE TO 
DEP 

CCE 1         04/09/09 7 VI     12/19/13 12/18/16 09/30/16 

PVH 11         12/17/98 17 LD     01/02/14 01/01/17 09/30/16 

PVM 6         07/13/03 12 MD     01/02/14 01/01/17 09/30/16 

BHS 10         06/06/99 17 LD     12/05/13 12/04/16 09/30/16 

 
2. BEST PRACTICES FOR TEAM REVIEWS: 

a. If the student has not had any new testing for 4-6 years or more, please consider asking for a 
new psychological/educational; If the student’s disability is ID, then also ask for a sociocultural 
appraisal; 

b. If the student is transitioning from 5th to 6th grade or 8th to 9th grade, and his/her testing is at 
least 3 years old, then consider asking for a new psychological and an educational (ask your 
school psychologist if you are not sure if new components should be requested.  If the student’s 
disability is ID, then also ask for a sociocultural appraisal; 

c. If you are asking for a new psychological/educational during a Team Review meeting, use the 
following guidelines to determine if a sociocultural appraisal is necessary.  If the answer is YES, 
to any of the following questions, then ask for a sociocultual appraisal along with the 
psychological/educational; 

i. Has the student’s situation at home changed within the last 3 years?; 
ii. Is testing data older than 5 years? 

iii. If you feel identification is inappropriate, is the suspected disability ID or SLD?; 
iv. Has the student moved several times since the last evaluation?; 
v. Has the student’s behavior changed drastically in a short period of time for no apparent 

reason?; 

mailto:wbohannon@mcpsweb.org
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vi. Has the student transferred in from another school system with no evidence of a 
current sociocultural appraisal?; 

vii. Has the student transferred to MCPS due to being placed by an outside agency such as 
United Methodist Family Services, has reported behavioral issues, and does not have a 
current sociocultural appraisal?; 

d. Requests for Psychiatric Evaluation:  If the answer is YES, to any of the following questions, then 
you might want to request a Psychiatric Evaluation, which will have to be typed in one of the 
“Other” sections on the assessment options form; 

i. Has the student’s behavior changed drastically in a short period of time for no apparent 
reason?; 

ii. Has the student made comments such as “I am hearing voices”, “I wish I was dead”, is 
fascinated with the idea of death, has drawn inappropriate pictures featuring killing, 
death, setting fires, etc,  has talked of setting fires, etc? 

iii. Has developed extremely violent behaviors?; 
iv. Has developed extremes in regards to emotions, such as, extremely happy one day 

(hour) and talking of suicide or extremely depressed the next day (hour)? 
v. Has the student displayed characteristics associated with depression over a period of 

time?  
e. Do not ask for an Educational only during a team review:  Components asked for during a team 

review are to determine if services are appropriate or if the student continues to need special 
education services.  This cannot be determined without a Psychological and an Educational 
evaluation.   

i. If you want to know current educational skills for classroom purposes, then you as the 
teacher are able to administer the KTEA-II, Woodcock Johnson, or the WIAT in the 
classroom.  You may request these tests from Wendy Bohannon, Jeannie Garner, or 
Mary Hodges. 

 
3. TEAM REVIEWS ASKING FOR COMPONENTS: 

a. If components are requested during a team review meeting, follow the procedures below: 
i. Indicate the testing components being requested on the Assessment Options page; 

ii. Explain to the parent that the hearing screening is an automatic assessment and is 
completed on all requests for evaluations; 

iii. If a psychological/educational is requested, explain to the parent that a psychological 
and an educational evaluation will be completed; without both we cannot make 
eligibility decisions that changes the current status of the student, including changing 
his/her disability, adding a disability, or dismissing the student;  

1. YOU WILL ALSO HAVE TO COMPLETE THE IEP REVIEW/REVISION FOLLOWING THE 
ASSESSMENT SECTION; unless you are also having an Annual IEP meeting at the 
same time; 

2. IF YOU HAVE AN ANNUAL ON THE SAME DAY AS YOU HAVE THE TEAM REVIEW – 
DO NOT COMPLETE THE REVISION SECTION ON THE TEAM REVIEW. PUT THE 
PSYCHOLOGICAL SERVICES IN THE SERVICES SECTION OF THE IEP. 
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a. Fill out the services section as follows: 
i. SERVICES: Psychological Evaluation 

ii. FREQUENCY: One Time 
iii. LOCATION: School Environment 
iv. DURATION: With 65 Days of _____________(date of annual 

IEP) 
 

iv. Have the parent sign the Assessment Options form; 
v. Scan or fax a copy of the signed original Assessment Options form to Wendy Bohannon 

no later than the next business day after parental permission is obtained; 
vi. Email the Team Review file Wendy Bohannon and Mary Hodges no later than the next 

business day after parental permission is obtained.  MAKE SURE YOU HAVE TEAM 
REVIEW IN THE SUBJECT LINE; 

vii. If a psychological/educational is requested, conduct a classroom observation and EMAIL 
a TYPED copy (Word version) to Wendy Bohannon.  If it is received in other format, you 
will be asked to resubmit in Word version. 

viii. If a psychological evaluation is requested, have one of the student’s teachers (can be 
completed by more than one or as a group of teachers) complete the BASC and send it 
to Wendy Bohannon at the Central Office.  This cannot be done until parental 
permission has been obtained to complete a psychological evaluation. 
 

4. COMPONENTS REQUESTED FOR 12TH GRADERS FOR TRANSITION PURPOSES: 
a. If components are being requested for transition purposes for DRS, ID Waivers, and SSI, those 

permissions to evaluate must be requested by October 16; 
 

5. TEAM REVIEWS ASKING FOR NO COMPONENTS: 
a. If no components are asked for, follow the procedures below: 

i. Make sure that the parent signs the No Components section of the Team Review; 
ii. Fax the original No Component’s page to Wendy Bohannon no later than the next 

business day after parental permission is obtained; 
iii. Do not include or have the parent sign the Assessment Options form if no components 

are being requested; 
iv. Email the Team Review file to Wendy Bohannon and Mary Hodges no later than the 

next business day after parental permission is obtained; however,   
v. Since the student is up for reevaluation you will need to update their  Read Aloud 

Eligibility, please get permission at the team review meeting to screen for read aloud if 
the student has read aloud as an accommodation; (the permission form is attached to 
the Team Review).  Scan or fax the original Read Aloud permission to Wendy 
Bohannon no later than the next business day after parental permission is obtained. 
 

6. SAVING TEAM REVIEW FILES ON YOUR COMPUTER: 

Commented [c1]: PERMISSION FORM FOR READ ALOUD 
ELIGIBILITY IS ATTACHED TO THE TEAM REVIEW, IF THE 

STUDENT HAS THE READ ALOUD AS AN 

ACCOMMODATION, PLEASE GET PERMISSION TO SCREEN 

FOR READ ALOUD AT THE TEAM REVIEW MEETING 
 

YOU DO NOT NEED TO GET THIS PERMISSION SIGNED IF 

YOU ARE ASKING FOR PSYCHOLOGICAL/EDUCATIONAL, 

THIS IS AUTOMATICALLY INCLUDED WHEN REQUESTING 

A PSYCHOLOGICAL AND AN EDUCATIONAL. 
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a. Team Review file name:  last name, first name, middle initial, 120498 (DOB no spaces, lines, or 
slashes), PVH (school in all caps), TR (team review), 051813;  
SAMPLE:   Doe, John, S, 121212, PVH, TR, 121218 

b. Create a folder on your teacher drive and label it IEPS 17-18; 
c. Save all your Team Reviews to this folder; 
d. Back up the folder on a jump drive;  
e. If you delete your Team Review before I have received it, then you will need to retype the 

information on a new Team Review form and submit; 
 

7. EMAILING TEAM REVIEWS TO WENDY BOHANNON AND MARY HODGES: 
a. All Team Reviews need to be emailed no later than the next business day after parental 

permission is obtained;  THERE ARE NO EXCEPTIONS TO THIS; 
b. Type “Team Review” in the subject line of the email (nothing else); DO NOT type the file name 

in the subject line of the email) 
c. As a reminder don’t forget to attach the file you saved; 

  
8. Team Reviews for DEVELOPMENTALLY DELAYED STUDENTS: 

a. The age range for DD students is ages 2 (as of September 30) – 6 (up to the 7th birthday); 
b. Students who are aging out of DD services must have a Team Review completed with the 

purpose of the review being “aging out of DD services” if he/she is not up for a reevaluation; 
c. The following components should be requested for any student who is aging out of DD services: 

i. Sociocultural Appraisal; 
ii. Psychological/Educational Evaluation; 

iii. Speech/Language Evaluation if applicable; 
iv. Hearing Screening will be completed for all students; 
v. Vision Screening 

 

Commented [c2]: EMAIL A COPY TO BOTH  

WBOHANNON AND MHODGES 

Commented [c3]: WE OCCASIONALLY HAVE TEAM 
REVIEWS WITH COMPONENTS COMING INTO THE OFFICE 

2 MONTHS AFTER THE MEETING WAS HELD; NEEDLESS 

TO SAY WE WERE FOUND NONCOMPLIANT ON THOSE 

BECAUSE WE DID NOT HAVE TIME TO GET THE TESTING 

COMPLETED   

Commented [c4]: WE MUST HAVE A VISION SCREENING 
IF WE WANT TO CONSIDER SLD SERVICES 
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DO NOT REMOVE THE 

HEADER INFORMATION;  

IF YOU DO,  

FIX IT BEFORE YOU PRINT 

THE DOCUMENT OR 

SUBMIT IT 

 

Student’s Full Name:  

Grade Choose a Grade Race       Gender     M    F 

Does student currently receive SPED services?         Yes          No 
If yes, complete disability(ies) below. 

If no, when was student last evaluated?       

Primary Disability  
 
Choose a Disability 

Secondary Disability  Choose a Disability If Applicable 

Tertiary Disability  Choose a Disability If Applicable 

Parent/Guardian Name:        Cell Phone:       

Home Address:       City, State, Zip Code Phone # (H):       
Mailing Address  
(If Different):       City, State, Zip Code Phone # (W):       

 

PURPOSE OF THE MEETING ɀ REEVALUATION to be conducted at least once every three years or more 
frequently if conditions warrant it or the parent or teacher requests reevaluation. 
  
REASON FOR EVALUATION 

 3 Year Evaluation 

 Parent Request Explain Concerns:       

 Increasing Behavioral Problems 

 Increasing Academic Problems 

 Other       

 
 
 
 
 
 FOR OFFICE USE 

 RECD      SOCIAL   SPEECH 

 CSCM      MEDICAL   HEARING 

 PARENT ATTEND?   PSYCHOLOGICAL   VISION 

 PERM      EDUCA. / DEV.   TEA 

 65DD      OTHER   CLASS OB   BASC 

Commented [c5]: HOW TO NAME THE FILE:  

LastName, FirstName, MiddleInitial, DOB, School, Triennial, 

Date of Team Review 

Example: 

Doe, John, S, 121212, PVH, TR, 121218 

 

TYPE THE STUDENT’S FULL NAME.   

DO NOT PUT ONLY THE FIRST AND LAST NAME. 

TYPE THE STUDENT’S FULL NAME.  DO NOT PUT ONLY 

THE FIRST AND LAST NAME. 

Commented [c6]: IF THE STUDENT IS NO LONGER A 
SPECIAL EDUCATION STUDENT BUT HE HAS BEEN 

TESTED BEFORE; PLEASE CHECK THE STUDENT’S 

RECORDS TO SEE WHEN HE WAS LAST TESTED (THIS 

SECTION IS FOR RARE CASES) 

Commented [c7]: MAKE SURE ALL DISABILITIES ARE 

LISTED.  CHECK THE MOST RECENT  
ELIGIBILITY MEETING MINUTES, NOT IEP,  

FOR THE MOST CURRENT INFORMATION. 

 

IF STUDENT RECEIVES SPEECH, VISION, HEARING OR 

OCCUPATIONAL THERAPY SERVICES, YOU MUST 

INVITE THE  

PROVIDERS TO THE TEAM REVIEW MEETING. 

 

Commented [c8]: THIS IS CHECKED IF THIS IS A 3-YEAR 
REEVALUATION 

Commented [c9]: THIS IS CHECKED IF THE PARENT HAS 

REQUESTED AN EVALUATION PRIOR TO THE 

REEVALUATION DATE. 

Commented [c10]: AN FBA/BIP SHOULD HAVE BEEN 
COMPLETED PRIOR TO THIS IF YOU ARE HAVING A 

REVIEW FOR BEHAVIOR PURPOSES 

Commented [c11]: IF YOU ARE MEETING FOR ANY 

OTHER REASON NOT LISTED ABOVE, BE SPECIFIC AND 

GIVE THE REASON WHY. 
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REVIEW OF EXISTING EVALUATIONS / DATA:  
 
1.  The following were reviewed:             SOL’s       Report Card         FBA / BIP          PLOP 

2. Is there a current diagnosis of a medical or physical problem (ADHD, etc)?     Yes          No 

 If so, please explain and attach a copy of the current diagnosis from a medical professional: 

       

3. 
Is attendance a problem?     Yes          No 
If so, please complete the following.  If not, skip to question 4. 

 Number of days absent during the last school year        

 Number of days absent this school year         

4. Has student ever been retained?   Yes          No 

 If so, please list grades:       

5. Have there been any changes in the home environment in the last 3 years?     Yes          No 

 If yes, please explain: 

       

6. Is the current placement appropriate?   Yes          No  

 If no, please explain: 

       
 

CURRENT EDUCATIONAL PERFORMANCE 
1.   What are the student’s areas of strength? 

       

2. What are the student’s areas of weakness? 

       
 

LANGUAGE PERFORMANCE 
1. Is the student able to express his/her wants/needs clearly?        Yes          No  

2. Is the student’s expressive vocabulary commensurate with his/her age?    Yes          No  

3. Is the student able to write complete sentences?   Yes          No 

4. 

Does the student use correct capitalization,   Yes          No 
  grammar,   Yes          No 
  punctuation?   Yes          No 

5. Do spelling skills affect the student’s ability to express himself/herself in writing?   Yes          No 

6. What instructional strategies are being used to address weaknesses in language performance?   

       

 Are the above mentioned strategies working?   Yes          No 

 If no, please explain: 

       
PLEASE PROVIDE ANY ADDITIONAL CONCERNS BELOW: 

      

 

Commented [c12]: AT LEAST ONE IF NOT MORE OF 

THESE ITEMS NEED TO BE REVIEWED FOR THE TEAM 
REVIEW; IF YOU ARE HOLDING A TEAM REVIEW FOR 

BEHAVIOR THEN YOU SHOULD HAVE ALREADY 

COMPLETED AN FBA/BIP 

Commented [c13]: THIS INFO IS EXTREMELY 

IMPORTANT WHEN DETERMINING IF A STUDENT IS STILL 

ELIG FOR OHI SERVICES; DO NOT CHECK NO IF YOUR 

STUDENT’S DISABILITY IS OHI; PLEASE ASK THE 
PARENTS TO PROVIDE A COPY OF A DIAGNOSIS THAT IS 

NO OLDER THAN 1 YEAR AND THEN FAX THAT INFO TO 

738-0691 ASAP 

Commented [c14]: ATTENDANCE INFORMATION CAN BE 
RETREIVED FROM THE ATTENDANCE CLERK AT YOUR 

SCHOOL 

Commented [c15]: PLEASE REVIEW THE STUDENT’S 

RECORDS 

Commented [c16]: IF YES, THEN PLEASE EXPLAIN; ASK 

THE PARENT IF YOU DO NOT KNOW THIS INFORMATION 

Commented [c17]: IF  NO, THEN PLEASE EXPLAIN WHY 
NOT 
 

Commented [c18]: PLEASE BE VERY SPECIFIC ON AREAS 

OF STRENGTH AND NEVER WRITE THAT THERE ARE NO 

STRENGTHS 

Commented [c19]: PLEASE BE VERY SPECIFIC ON AREAS 

OF WEAKNESS 

Commented [c20]: THIS SECTION NEEDS TO BE 

COMPLETED FOR ALL STUDENTS; IF YOU DO NOT HAVE 

THE STUDENT FOR LANGUAGE THEN PLEASE ASK 

HIS/HER LANGUAGE ARTS TEACHER 

Commented [c21]: PLEASE LIST THE STRATEGIES YOU 

ARE USING IN THE CLASSROOM TO ADDRESS THE 

STUDENT’S WEAKNESSES 

Commented [c22]: IF YOU HAVE MARKED NO HERE 

THEN YOU SHOULD BE DEVELOPING NEW STRATEGIES 
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READING PERFORMANCE 
1. Reading Level        Instrument used:       

2. Instructional Level       Instrument used:       
 
3. 

 
Does the student comprehend what he/she reads independently with at least 80% accuracy? 
    Yes          No 

4. Does the student comprehend what is read to him/her with at least 80% accuracy?   Yes          No 

5. Can the student independently use grade level textbooks to find information?   Yes          No 
 
6. 

 
Can the student give an oral summary of a selection read independently identifying major events in the 
correct sequences?   Yes          No 

7. What strategies (not accommodations) are being used to address reading weakness(es)? 

       

 Are the above mentioned strategies working?   Yes          No 

 If no, please explain: 

       

PLEASE PROVIDE ANY ADDITIONAL CONCERNS BELOW: 

      

 
 

MATH PERFORMANCE  
1. Can the student solve +, -, x, · single digit problems  without a calculator?    Yes          No 

  with a calculator?   Yes          No 
2. Can the student solve +, -, x, · multi digit problems  without a calculator?   Yes          No 

  with a calculator?   Yes          No 
3. Can the student independently solve one-step word problems with or without  

a calculator?  Yes           No 
4. Can the student independently solve multi-step word problems with or without  

a calculator?   Yes           No 
5. Can the student count money amounts up to at least $5.00?  Yes           No 

6. Can the student make change from $5.00?  Yes           No 

7. What strategies (not accommodations) are being used to address math weakness(es)? 

       

 Are the above mentioned strategies working?   Yes          No 

 If no, please explain: 

       

PLEASE PROVIDE ANY ADDITIONAL CONCERNS BELOW: 

      

 
 
 

Commented [c23]: THIS SECTION NEEDS TO BE 

COMPLETED FOR ALL STUDENTS; IF YOU DO NOT HAVE 
THE STUDENT FOR READING THEN PLEASE ASK HIS/HER 

READING TEACHER 

 

Commented [c24]: EXAMPLES WOULD BE STAR 
READING; KTEA; WOODCOCK JOHNSON; WIAT; 

Commented [c25]: PLEASE LIST THE STRATEGIES YOU 
ARE USING IN THE CLASSROOM TO ADDRESS THE 

STUDENT’S WEAKNESSES 

 

Commented [c26]: IF YOU HAVE MARKED NO HERE 

THEN YOU SHOULD BE DEVELOPING NEW STRATEGIES 

Commented [c27]: THIS SECTION NEEDS TO BE 

COMPLETED FOR ALL STUDENTS; IF YOU DO NOT HAVE 

THE STUDENT FOR MATH THEN PLEASE ASK HIS/HER 
MATH TEACHER 

Commented [c28]: PLEASE LIST THE STRATEGIES YOU 

ARE USING IN THE CLASSROOM TO ADDRESS THE 

STUDENT’S WEAKNESSES 

Commented [c29]: IF YOU HAVE MARKED NO HERE 

THEN YOU SHOULD BE DEVELOPING NEW STRATEGIES 
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BEHAVIORAL PERFORMANCE 
1. Is the student experiencing any behavioral complications?   Yes          No 

 If yes, please answer questions 2-6 

2. Which of the following behaviors are currently being exhibited by the student? 

  Physical Aggression  Verbal Aggression  Daydreams 

  Inattentiveness  Profanity  Runs Away 

  Sleeps in Class  Easily Distracted  Can Not Stay in His/Her Seat 

  Refuses to Do Classwork  Disrupts Class  Refuses to Follow Directions 

  Does Not Pay Attention in Class  Starts but Does Not Finish Classwork 

  Leaves Class Without Permission  Talking Back to Authority Figures 

  Other       

3. Are there goals in the IEP to address the specific behaviors mentioned above?   Yes          No 

4. Has a Functional Behavior Assessment (FBA) been completed?   Yes          No 
 
5. 

 
Is there a current Behavioral Intervention Plan (BIP) that addresses specific   Yes          No 
behaviors being exhibited? 

6. How many office referrals have there been during the current school year?       

7. How many office referrals were there during last school year?       
 

 

VISUAL MOTOR / FINE MOTOR / SENSORY CONCERNS 
 

  Visual Motor Skills  (If checked, please complete the following section below.) 
PRESCHOOL AGE   NOT APPLICABLE TO THIS STUDENT   

1. put coat on and take off (not including fasteners)   YES    NO 
2. pull zipper up when bottom engaged by an adult   YES    NO 
3. use the toilet and manage their clothes during this equal to their 

peers 
  YES    NO 

4. scribbles on a form on the paper   YES    NO 
5. visually attends to paper when scribbling, coloring, tracing   YES    NO 
6. draws a circle, +, -, | lines   YES    NO 
7. puts on/off backpack   YES    NO 
8. put materials in/out of backpack   YES    NO 
9. snips paper with scissors   YES    NO 
   

KINDERGARTEN AND OLDER   NOT APPLICABLE TO THIS STUDENT   
1. one hand holds writing tool while other hand rests on paper   YES    NO 
2. colors objects with adequate coverage   YES    NO 
3. writes letters within the top and bottom lines   YES    NO 
4. can feed themselves (equal to their peers)   YES    NO 
5. adequate spacing between written words   YES    NO 
6. adequate spacing between letters in a word   YES    NO 
7. If handwriting is not legible, please provide 5-10 work samples that 

the student completed independently, or note what assistance was 
provided 

  YES    NO 

8. draws recognizable representation of objects   YES    NO 

Commented [c30]: THIS SECTION NEEDS TO BE 
COMPLETED FOR ALL STUDENTS;  

 

Commented [c31]: PRIOR TO THE REEVAL DUE TO 

BEHAVIOR; YOU SHOULD MAKE SURE THAT THE IEP IS 

ADDRESSING THE SPECIFIC BEHAVIOR THAT THE 

STUDENT IS EXHIBITING 

Commented [c32]: PRIOR TO THE REEVAL DUE TO 

BEHAVIOR; YOU SHOULD MAKE SURE THAT AN FBA IS 

COMPLETED AND THAT THE IEP IS ADDRESSING THE 

SPECIFIC BEHAVIOR THAT THE STUDENT IS EXHIBITING 

Commented [c33]: PRIOR TO THE REEVAL DUE TO 

BEHAVIOR; YOU SHOULD MAKE SURE THAT AN FBA IS 

COMPLETED AND IF THE  IEP DOES NOT ADDRESS THE 

SPECIFIC BEHAVIOR THAT THE STUDENT IS EXHIBITING; 

THEN A BIP SHOULD BE WRITTEN 
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9. reverses letters (second grade and older)   YES    NO 
 If so, list letters:  
10. cuts accurately along a form with scissors   YES    NO 
   

  Fine Motor Skills  (If checked, please complete the following section below.) 
PRESCHOOL AGE   NOT APPLICABLE TO THIS STUDENT   

1. uses one hand fairly consistently for all activities   YES    NO 
2. picks up small objects   YES    NO 
3. plays with blocks, puzzles, or other classroom toys and games   YES    NO 
   

KINDERGARTEN AND OLDER   NOT APPLICABLE TO THIS STUDENT   
1. able to manage buttons, zippers, containers   YES    NO 
2. opens baggies, containers, and lunch boxes   YES    NO 
3. ties shoelaces (3rd grade and older)   YES    NO 
   

  Sensory Integration   (If checked, please complete the following section below.) 
1. student chews through clothing or other non-edible items   YES    NO 
2. student frequently runs into items, bumps into or presses their 

body against items or people (to the point that it impedes 
functioning) 

  YES    NO 

3. irregular response to being lightly touched   YES    NO 
4. irregular response to firm but gentle touch   YES    NO 
5. avoids touching certain textures, if so what do they avoid?   YES    NO 
6. seems like they can't get enough of certain textures, if so what 

textures? (example, at sink will try to put more than just hands in 
water or becomes overly excited or reacts extremely when engaged 
with it) 

  YES    NO 

7. describe any sound sensitivities   YES    NO 
8. consistently trips over items in their path   YES    NO 
9. student frequently falls out of chair   YES    NO 
10. student avoids playground equipment or uses select pieces of 

equipment excessively 
  YES    NO 
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PLEASE PROVIDE ANY ADDITIONAL CONCERNS BELOW: 
      

IS ANY ADDITIONAL EVALUATION/DATA NEEDED TO DETERMINE ANY OF THE FOLLOWING: 
 
 

  Yes          No 
 
Whether the child continues to have a particular disability or has any additional disabilities. 

  Yes          No The present level of performance and educational needs of the child. 

  Yes          No Whether the child continues to need special education and related services. 
 

  Yes          No 
 
Whether any modifications to the special education and related services are needed to enable the 
child to meet the measurable annual goals set out in the IEP of the child and to participate, as 
appropriate, in the general curriculum. 

 

If YES is checked to any of the above; then the IEP Team must determine what assessme nt are necessary; If NO is 
checked to all of the above then no new components are necessary.  
 

)Æ ÁÌÌ ./ȭÓ ÁÒÅ ÃÈÅÃËÅÄ ÁÎÄ ÔÈÅ ÃÏÍÍÉÔÔÅÅ ÓÔÉÌÌ ÒÅÑÕÅÓÔÓ ÎÅ× ÔÅÓÔÉÎÇ ÐÌÅÁÓÅ ÉÎÄÉÃÁÔÅ ÏÎÅ ÏÆ ÔÈÅ ÒÅÁÓÏÎ ÂÅÌÏ× ÔÏ ÅØÐÌÁÉÎ 
this:  
 

   
 
The parent is requesting new testing;  

   No testing has been administered for the last six years. 

   The student is aging out of Developmental Delay services 

 

Commented [c34]: PLEASE MAKE SURE YOU HAVE 
INCLUDED ALL THE INFORMATION THAT IS ADDRESSING 

THIS STUDENT’S NEEDS/BEHAVIOR/ACADEMICS;  WE USE 

THIS INFORMATION TO DETERMINE CONTINUED 

ELIGIBLITY 

Commented [c35]: THE FOLLOWING MUST BE 
ADDRESSED  

 
IF YOU CHECK YES TO ANY OF THE FOLLOWING THEN 

YOU MUST ASK FOR COMPONENTS 

 

IF YOU CHECK NO TO ALL OF THE FOLLOWING THEN NO 

COMPONENTS ARE REQUIRED OR NEEDED 

Commented [c36]: THIS SHOULD ONLY BE CHECKED 

YES, IF THIS IS A NEW TRANSFER STUDENT OR IF THERE 

HAVE BEEN SUDDEN UNEXPLAINED BEHAVIOR RELATED 

TO ACADEMIC PERFORMANCE; THIS SHOULD NOT BE 

CHECKED YES IF YOU AS THE TEACHER WANT 

EDUCATIONAL DATA TO DOCUMENT HIS 

PERFORMANCE; YOU CAN ADMINISTER THE KTEA-II, 
WIAT, OR WJIII TESTS TO THE STUDENT IN THE 

CLASSROOM FOR THAT INFORMATION. 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

 

IEP TEAM ACTION 
0ÌÅÁÓÅ ÎÏÔÅ ÔÈÁÔ ÉÆ Ȭ.Ï #ÏÍÐÏÎÅÎÔÓ .ÅÅÄÅÄȭ ÉÓ ÃÈÅÃËÅd ÂÅÌÏ× ÔÈÅ Ȭ!ÓÓÅÓÓÍÅÎÔÓ /ÐÔÉÏÎÓȭ ÁÎÄ Ȭ)%0 

2%6)%7Ⱦ2%6)3)/. 35--!29ȭ ÐÁÇÅÓ ÁÒÅ ./4 ÎÅÅÄÅÄ ɀ Delete the 2 Pages 
 

 
No Components Needed – Send to the Department of Exceptional Programs to Determine if Child is Still 
Eligible for Services. 

 
I give permission for my child to continue in the special education  program as provided  by Mecklenburg 
County Public Schools. 

             

Date 
 

Signature(s) Of Parent(s)/Guardian(s)/Surrogate/Adult Student 

OR 
 Components Requested . (See ASSESSMENT OPTIONS page for recommended components.)   

 
 
PARTICIPANTS 
The names below indicate that the individuals participated in the team review for evaluation; it does not authorize 
consent.  Parent and/or student (age 18 or older) consent is on the Assessment Options page. 
 

NAME OF PARTICIPANT RELATIONSHIP TO STUDENT 

            

            

            

            

            

            

            

            

            

            

Commented [c37]: IF THIS IS CHECKED; HAVE THE PARENT 

SIGN AND DATE THIS BOX GIVING PERMISSION. 

DO NOT INCLUDE THE ASSESSMENT OPTIONS PAGE OR THE 

IEP REVIEW / REVISION PAGE. 

 

Commented [c38]: 

 

Commented [c39]: IF THIS IS CHECKED THEN THE 

ASSESSMENT OPTIONS PAGE MUST BE ATTACHED AND 

SIGNED BY THE PARENT GIVING US PERMISSION TO TEST. 

 

Commented [c40]: EACH PERSON ATTENDING THE 
MEETING MUST BE INDICATED  BELOW 

ONCE THE FINAL DRAFT IS PRESENTED TO THE PARENT 

AT THE MEETING IF NAMES ARE TYPED; PLEASE HAVE 

EACH PERSON SIGN OR INITIAL BESIDE THEIR NAME 

 

REQUIRED PEOPLE ATTENDING INCLUDE:  PRINCIPAL 

OR DESIGNEE; REG. ED. TEACHER; AND 

CASEMANAGER 

 

IF STUDENT RECEIVES SPEECH, VISION, HEARING OR 

OCCUPATIONAL THERAPY SERVICES, YOU MUST 

INVITE THE PROVIDERS TO THE TEAM REVIEW 

MEETING 

 

PARENT MUST BE INVITED TO ATTEND AND INVITATION 
LETTER MUST BE COMPLETED AND INCLUDED IN THIS 

DOCUMENT; DO NOT SEPARATE THE INVITATION WHEN 

FILING IN THE BLUE FOLDER; ATTACH IT TO THE BACK 
OF THE TEAM REVIEW AND FILE 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

DELETE THIS PAGE IMMEDIATELY IF THE TEAM IS NOT ASKING FOR NEW 

TESTING COMPONENTS 

PRIOR NOTICE 
 
This form shall be given to the parent(s) of a child with a disability (or to the student when of legal age) in a reasonable time period: 
 
Á before Mecklenburg County Public Schools (MCPS) proposes to initiate or change the identification, evaluation, or educational 

placement of the child or the provision of Free and Appropriate Public Education (FAPE) to the child - notice shall be given at the same 
time parental consent is requested; 

Á before MCPS refuses to initiate to change the identification, evaluation, or educational placement of the child or the provision of FAPE to 
the child. 

 
CONTENT 

 

1. A description of the action proposed or refused by the school division: 

AS DISCUSSED IN THE TEAM REVIEW, THE IEP COMMITTEE PROPOSES TO CONDUCT THE EVALUATIONS INDICATED 
ON THE ASSESSMENT OPTIONS PAGE OF THE TEAM REVIEW FOR EVALUATION. 

2. An explanation of why the school division proposes or refuses to take the action: 

MCPS PROPOSES TO TAKE THIS ACTION TO HELP DETERMINE APPROPRIATE DISABILITY, SERVICES, AND 
PLACEMENT FOR THE STUDENT. 

3. A description of any other options that the agency considered and the reasons why these options were  
               rejected: 

NO OTHER OPTIONS CONSIDERED WERE REJECTED. 

4. A description of each evaluation procedure, test, record, or report the agency used as a basis for the     
               proposed or refused action: 

REVIEW OF STUDENT RECORDS AND TEAM REVIEW PAPERWORK. 

5. A description of any other relevant factors to the school division’s proposal or refusal: 

NO OTHER FACTORS WERE RELEVANT TO THE COMMITTEE'S DECISION. 

6. Resources for the parent to contact for help in understanding the Individual with Disabilities Improvement Act (IDEA) and the  
               Related federal and Virginia Regulations: 
Should you wish to obtain a copy of the Procedural Safeguards, need assistance understanding your rights, or have questions 
please call the Department of Exceptional Programs at 434 -738-6111, or 447 -χφσρ ÏÒ ÙÏÕÒ ÃÈÉÌÄȭÓ ÐÒÉÎÃÉÐal.  You may also access 
information relating to special education via the internet at www.doe.virginia.gov  

7. Indicate below how the parent/guardian was provided a copy of the procedural safeguards: 

 
HANDED A COPY AT THE IEP 
MEETING 

 
MAILED A COPY TO THE 
PARENT 

 
OFFERED A COPY TO THE PARENT 
AT THE IEP MEETING 

 

You have protections under the Procedural Safeguards of the Individuals with Disabilities Act (IDEA) and may 
appeal this decision.   
 
             
Date             Signature of Administrator / Designee 
 

Commented [CP41]: IF TESTING IS NOT BEING REQUESTED  

DELETE THIS PAGE IMMEDIATELY. 

 

THIS PRIOR NOTICE NEEDS TO BE INCLUDED WITH THE TEAM 

REVIEW IF YOU ARE REQUESTING NEW TESTING. 

Commented [WB42]: PRIOR NOTICE MUST BE SIGNED 

BY ADMINISTRATOR OR DESIGNEE.   

 

THE PARENT SHOULD NOT SIGN THIS PAGE. 

 

 

THE ORIGINAL OF THIS PAGE MUST BE 

SCANNED/FAXED TO WENDY BOHANNON NO LATER 

THAN THE NEXT BUSINESS DAY AFTER PARENTAL 

PERMISSION IS OBTAINED. 

 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

DELETE THIS PAGE IMMEDIATELY IF THE TEAM IS ASKING FOR NEW TESTING 

COMPONENTS 
 

PRIOR NOTICE 
 
This form shall be given to the parent(s) of a child with a disability (or to the student when of legal age) in a reasonable time period: 
 
Á before Mecklenburg County Public Schools (MCPS) proposes to initiate or change the identification, evaluation, or educational 

placement of the child or the provision of Free and Appropriate Public Education (FAPE) to the child - notice shall be given at the same 
time parental consent is requested; 

Á before MCPS refuses to initiate to change the identification, evaluation, or educational placement of the child or the provision of FAPE to 
the child. 

 
CONTENT 

 

1. A description of the action proposed or refused by the school division: 

AS DISCUSSED IN THE TEAM REVIEW, THE IEP COMMITTEE PROPOSES NOT TO CONDUCT NEW EVALUATIONS. 

2. An explanation of why the school division proposes or refuses to take the action: 

MCPS PROPOSES TO TAKE THIS ACTION DUE TO THE FACT THAT THE IEP COMMITTEE FEELS THAT THE STUDENT'S 
RECORDS INDICATE THAT HE/SHE CONTINUES TO HAVE A DISABILITY THAT REQUIRES SPECIALIZED SERVICE AND 
THAT THE STUDENT IS RECEIVING FAPE THROUGH HIS/HER CURRENT IEP. 
3. A description of any other options that the agency considered and the reasons why these options were  
               rejected: 

NO OTHER OPTIONS CONSIDERED WERE REJECTED. 

4. A description of each evaluation procedure, test, record, or report the agency used as a basis for the     
               proposed or refused action: 

REVIEW OF STUDENT RECORDS AND TEAM REVIEW PAPERWORK. 

5. A description of any other relevant factors to the school division’s proposal or refusal: 

NO OTHER FACTORS WERE RELEVANT TO THE COMMITTEE'S DECISION. 

6. Resources for the parent to contact for help in understanding the Individual with Disabilities Improvement Act (IDEA) and the  
               Related federal and Virginia Regulations: 
Should you wish to obtain a copy of the Procedural Safeguards, need assistance understanding your rights, or have questions 
please call the Department of Exceptional Programs at 434 -738-6111, or 447 -7631 or you Ò ÃÈÉÌÄȭÓ ÐÒÉÎÃÉÐÁÌȢ  9ÏÕ ÍÁÙ ÁÌÓÏ ÁÃÃÅÓÓ 
information relating to special education via the internet at www.doe.virginia.gov  

7. Indicate below how the parent/guardian was provided a copy of the procedural safeguards: 

 
HANDED A COPY AT THE IEP 
MEETING 

 
MAILED A COPY TO THE 
PARENT 

 
OFFERED A COPY TO THE PARENT 
AT THE IEP MEETING 

 

You have protections under the Procedural Safeguards of the Individuals with Disabilities Act (IDEA) and may 
appeal this decision.   
 
             
Date             Signature of Administrator / Designee 

 

Commented [CP43]: IF TESTING IS BEING REQUESTED  

DELETE THIS PAGE IMMEDIATELY. 

 

THIS PRIOR NOTICE NEEDS TO BE INCLUDED WITH THE TEAM 

REVIEW IF YOU ARE NOT REQUESTING 

NEW TESTING. 

 

 

Commented [WB44]: PRIOR NOTICE MUST BE SIGNED 
BY ADMINISTRATOR OR DESIGNEE.   

 

THE PARENT SHOULD NOT SIGN THIS PAGE. 

 

 

THE ORIGINAL OF THIS PAGE MUST BE 

SCANNED/FAXED TO WENDY BOHANNON NO LATER 

THAN THE NEXT BUSINESS DAY AFTER PARENTAL 

PERMISSION IS OBTAINED. 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

DO NOT FILL OUT THIS SECTION IF NO COMPONENTS IS CHECKED ON THE 

PREVIOUS PAGE   
 

ASSESSMENT OPTIONS 

ASSESSMENT OPTIONS 

 SOCIOCULTURAL: A written report from a qualified visiting teacher or school social worker based on the use of 
information collected through social appraisal instruments.  It shall contain social background and social / adaptive 
behavior in home, school, and community. 

 PSYCHOLOGICAL: A written report from a qualified psychologist based on the use of a battery of appropriate instruments 
which may include individual ability/intelligence test(s) psycho-educational test(s) and measures of behavior adjustment; 
AND AN EDUCATIONAL/DEVELOPMENTAL: A written report describing current educational performance and 
identifying instructional strengths and weaknesses in academic skills, language performance, and school behavior.  
Completed by educators and/or psychologists. 

A  CLASSROOM OBSERVATION will be conducted by a qualified professional as part of the evaluation process for all referrals. 

CLASSROOM OBSERVATIONS ARE REQUIRED FOR ALL EVALUATIONS 

An audiometric assessment of hearing conducted by a speech and language therapist, hearing teacher, or school nurse.  

HEARING SCREENINGS ARE REQUIRED FOR ALL EVALUATIONS. 

OTHER ASSESSMENT OPTIONS 

 OTHER:        JUSTIFICATION:  

 OTHER:        JUSTIFICATION:  

 

PARENTAL /ADULT STUDENT CONSENT FOR INDIVIDUAL EVALUATION 

I GIVE PERMISSION for Mecklenburg County Public Schools to proceed with any 
proposed evaluation, as indicated above, of my child to determine whether or not 
he/she continues to be eligible for special education services.    I have received a 
copy of the CONSENT form and the RIGHTS AND PROCEDURAL SAFEGUARDS 
FOR SPECIAL EDUCATION.  I understand these rights. Should this evaluation 
require transportation, I give permission for an employee of MCPS to transport 
my child if I am unable to provide the transportation.   
 

                          

DATE ____________________________________________________ 
 

      
_______________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 

I DO NOT GIVE PERMISSION for Mecklenburg County Public Schools to proceed with the 
evaluation of my child in order to determine whether or not he/she continues to be eligible 
for special education because ______________________________________ 
______________________________________________________________________. 
I do give permission for my child to continue in the special education program as provided 
by Mecklenburg County Public Schools. I have received a copy of the CONSENT form and the 
RIGHTS AND PROCEDURAL SAFEGUARDS FOR SPECIAL EDUCATION.  I understand these 
rights. 
 

                        

DATE _____________________________________________________________ 
 

      
________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 
ITEMS THAT SHOULD BE SENT TO THE DEPARTMENT OF EXCEPTIONAL PROGRAMS ASAP: 

¶ IF COMPONENTS ARE ASKED FOR; SCAN AND EMAIL OR FAX (738.06 91)  THE ASSESSMENT PAGE TO WBOHANNON; 
¶ CLASSROOM ROOM OBSERVATION FORM (SHOULD NOT BE COMPLETED BY THE STUDENT’S TEACHER), CLASSROOM OBSERVATIONS MUST 

BE DONE IN WORD VERSION AND EMAILED TO WBOHANNON; 
¶ BASC FORM SHOULD BE COMPLETED IF A PSYCHOLOGICAL EVALUATION IS REQUESTED AND SENT TO WENDY BOHANNON. 
 

Commented [c45]: THIS COMPONENT SHOULD BE 

ASKED FOR IF YOU ARE AWARE OR SUSPECT THAT 

SIGNIFICANT CHANGES HAVE OCCURRED WITHIN THIS 

CHILD’S LIFE INCLUDING HOME ENVIRONMENT; OR THE 

CHILD  IS AGING OUT OF DD SERVICES 

Commented [c46]: IF YOU CHECK THIS YOU MUST 

COMPLETE THE IEP REVISION ON THE NEXT PAGE – A 
BASC FORM MUST BE COMPLETED AND FORWARDED TO 

WBOHANNON ASAP 

Commented [c47]: THIS SHOULD BE CHECKED FOR 

TEAM REVIEW WHERE ADDITIONAL DATA IS NEEDED 

AND COMPONENTS ARE ASKED FOR; WE CANNOT 

DETERMINE IF NEW SERVICES OR NO SERVICES ARE 
NEEDED WITHOUT THIS INFORMATION 

Commented [c48]: THIS WILL BE COMPLETED FOR ANY 
TEAM REVIEW THAT IS REQUESTING COMPONENTS; A 

CLASSROOM OBSERVATION MUST BE COMPLETED BY 

SOMEONE OTHER THAN THE STUDENT’S TEACHER AND 

EMAILED IN A WORD DOCUMENT TO WBOHANNON ASAP  

Commented [c49]: THIS WILL BE COMPLETED FOR ANY 

TEAM REVIEW THAT IS REQUESTING COMPONENTS 

Commented [c50]: THE OTHER SECTIONS SHOULD BE 
USED TO ASK FOR ADDITIONAL TESTS (IF NEEDED) SUCH 

AS:SPEECH/LANGUAGE EVALUATION; PSYCHIATRIC 

EVALUATION; NEUROLOGICAL EVALUATION 

 

Commented [c51]: YOU MUST GIVE JUSTIFICATION FOR 
A PSYCHIATRIC/NEUROLOGICAL OR AUDIOLOGICAL 

EVALUATION THAT IS BEING REQUESTED 

Commented [c52]: PARENT MUST SIGN ONE OF THE 
OPTIONS BELOW AND IT SHOULD BE EXPLAINED TO 

THEM PRIOR TO SIGNING THAT THEY HAVE THE OPTION 

TO NOT GIVE PERMISSION FOR TESTING TO BE 

COMPLETED.   

 

THE ORIGINAL OF THIS PAGE MUST BE 

SCANNED/FAXED TO WENDY BOHANNON ON THE DAY 

PARENTAL PERMISSION IS OBTAINED. 

 

 

THE ORIGINAL OF THIS PAGE MUST BE 

SCANNED/FAXED TO WENDY BOHANNON NO LATER 

THAN THE NEXT BUSINESS DAY AFTER PARENTAL 

PERMISSION IS OBTAINED. 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

THIS PAGE MUST BE 

COMPLETED CORRECTLY.  IF 

NOT, YOU WILL BE REQUIRED 

TO CORRECT.  PLEASE TAKE 

THE TIME TO READ THE 

FOLLOWING NOTES. 

 

IS A PSYCHOLOGICAL EVALUATION BEING REQUESTED?  
IF NO, 

DELETE THIS PAGE 
 

IEP REVIEW / REVISION SUMMARY 
Today’s 
IEP Date       

Review of Annual   
IEP Dated         

Reason(s) for the Review :   IEP TEAM DURING A TEAM REVIEW REQUESTED AN UPDATED PSYCHOLOGIAL EVALUATION 

Change(s) recommended  to 
current Service/program:   

PSYCHOLOGICAL EVALAUTION WILL BE COMPLETED WITHIN 65 BUSINESS DAYS FROM THE DATE OF 
THIS IEP REVISION 

Justification for changes:   TEAM REVIEW REQUESTED AN UPDATED PSYCHOLOGICAL EVALUATION 

 
For Medicaid or FAMIS (Family Access to Medical Insurance Securities) Insured Only  
 
CONSENT TO RELEASE INFORMATION:  
I consent for Mecklenburg County Public Schools to release information about my child’s participation in services billed to Medicaid to 
participating physicians, other health care providers, the Department of Medical Assistance Services, and any Department of Medical 
Assistance Services billing agents, and any LEA billing agent as necessary to process Medicaid claims for reimbursement of Medicaid covered 
health related services and the evaluations for services outlined in the IEP. 
 
PROCEDURAL SAFEGUARD: 
I understand my right to deny consent for the school system to access my child’s Medicaid coverage to seek reimbursement for the health 
related services provided.  This decision will not affect delivery of these services to my child.  I understand that my permission is voluntary 
and may be revoked at anytime in writing.  I also understand that I have the right to request a copy of the records disclosed. 

 
PARENTAL CONSENT FOR BILLING PUBLIC INSURANCE 

(Please check one box in this section.) 

 I GIVE CONSENT for claims to be submitted to the State Medicaid Agency, as described above, for the services outlined 
in the Individualized Education Program (IEP), including duration and frequency and/or evaluations for IEP services.  

 
 I  DO NOT give consent for claims to be submitted to the State Medicaid Agency, as described above, for the services 

outlined in the Individualized Education Program (IEP), including duration and frequency and/or evaluations for IEP 
services. 

   
 Not Applicable At This Time 

 
PARENTAL CONSENT FOR IEP OR IEP AMENDMENT 

(Please check one box in this section.) 

 
I give  permission/consent to implement the above changes and placement of my child’s IEP dated       
I HAVE BEEN PROVIDED/OFFERED A COPY OF THE PRIOR NOTICE OF IEP AND PROCEDURAL SAFEGUARDS AND 
UNDERSTAND MY RIGHTS AS PARENT/STUDENT.  

  

 
I do not  give permission/consent to implement the above changes and placement of my child’s IEP dated       
I HAVE BEEN PROVIDED/OFFERED A COPY OF THE PRIOR NOTICE OF IEP AND PROCEDURAL SAFEGUARDS AND 
UNDERSTAND MY RIGHTS AS PARENT/STUDENT.  

 
 
             

Parent or Student (as appropriate)  Signature   Date 

PROCEDURAL SAFEGUARDS were (circle one)           handed          mailed             offered        to parent(s).  

Commented [c53]: AN IEP REVISION NEEDS TO BE 
COMPLETED FOR ALL STUDENTS FOR WHOM YOU ARE 

REQUESTING A PSYCHOLOGICAL EVALUATION FOR 

DURING THE TEAM REVIEW MEETING 

Commented [c54]: DATE SHOULD BE THE DATE OF THE 
TEAM REVIEW MEETING 

Commented [c55]: THIS SHOULD BE THE DATE OF THE 

MOST RECENT ANNUAL IEP.  NOT A DATE IN THE 
FUTURE. 

Commented [WB56]: ONE OF THESE BOXES MUST BE 
CHECKED. 

Commented [WB57]: ONE OF THESE BOXES MUST BE 

CHECKED.  FOR THE BOX THAT IS CHECKED THERE IS 

A PLACE FOR THE MOST RECENT IEP DATE AT THE 

END (REGARDLESS IF IT IS AN ANNUAL OR REVISION).  

THIS DATE MUST BE LISTED. 

Commented [c58]: ASK PARENT/GUARDIAN TO SIGN 
AND DATE. 

 

THE ORIGINAL OF THIS PAGE MUST BE 

SCANNED/FAXED TO WENDY BOHANNON NO LATER 

THAN THE NEXT BUSINESS DAY AFTER PARENTAL 

PERMISSION IS OBTAINED. 

 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

 

IS A PSYCHOLOGICAL EVALUATION BEING REQUESTED?  
IF YES, 

DELETE THIS PAGE 
 

THIS PAGE SHOULD ONLY BE SIGNED IF THE IEP COMMITTEE IS CONSIDERING THE 

READ ALOUD AS AN ACCOMMODATION AND NO COMPONENTS ARE ASKED FOR 
 
 

PARENTAL /ADULT STUDENT CONSENT FOR INDIVIDUAL EVALUATION 

I GIVE PERMISSION for  Mecklenburg County Public Schools 
to proceed with any proposed evaluation, as indicated 
above, of my child to determine whether or not he/she 
continues to be eligible for the read aloud accommodation.     
 
DATE ____________________________________________________________________________________ 
 

 
__________________________________________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 I DO NOT GIVE PERMISSION for Mecklenburg County 
Public Schools to proceed with the evaluation of my child 
in order to determine whether or not he/she is eligible 
for the read aloud accommodation. 
 
 
DATE ________________________________________________________________________________ 
 
 
______________________________________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

SCREENING OPTIONS FOR READ ALOUD ELIGIBILITY 
 

 EDUCATIONAL EVALUATION FOR READ ALOUD ELIGIBLITY:    OPTIONS FOR 
TESTING INCLUDE:   PSEUDOWORD DECODING SECTION OF THE WIAT-II OR THE 
WORD ATTACK SECTION OF THE WOODCOCK JOHNSON-III  
 
 

Commented [c59]: IF A PSYCHOLOGICAL EVALUATION IS 

BEING REQUESTED AS PART OF THIS TEAM REVIEW,  

DELETE THIS PAGE IMMEDIATELY. 

 

IF NO COMPONENTS ARE ASKED FOR, PLEASE GET 
PERMISSION TO EVALUATE FOR READ ALOUD 

ELIGIBILITY 

 

THIS HAS TO BE UPDATED EVERY THREE YEARS, SO WE 

WILL BE UPDATING AT THE STUDENT’S TRIENNAL 

EVALUATION  
 

THE ORIGINAL OF THIS PAGE MUST BE 

SCANNED/FAXED TO WENDY BOHANNON NO LATER 

THAN THE NEXT BUSINESS DAY AFTER PARENTAL 

PERMISSION IS OBTAINED. 

 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

 
NOTICE OF INDIVIDUALIZED EDUCATIONAL PROGRAM (IEP) MEETING 

To:        From:        

Student’s Name:        Date Sent to Participants:        

This meeting has been scheduled for:   Date:                                     Time:         

Location of the Meeting:       

 

This is to notify you that a Team Review for evaluation meeting has been scheduled for the above student.   Your participation and 
attendance at this meeting are very important.  This Team Review meeting must be scheduled at a mutually agreed upon time and 
place.  The purpose of this meeting is to discuss(check all that apply): 
 

 Three Year Reevaluation and determine if updated testing is needed 

 Parent Request 

 Increasing Behavior Problems 

 Increasing Academic Problems 

 Other:  

     

The parent/adult student or school division may invite individuals who have knowledge or special expertise regarding the 
student, including related services personnel, to participate as a member of the IEP team.  The determination of the 
knowledge or special expertise shall be made by the person/party extending the invitation.  If you, the parent or adult 
student, are bringing other individuals to the meeting, please let us know. This will ensure that the meeting space will 
accommodate all team members. 
 
The following are invited to attend and participate in the IEP meeting: 

 Principal/Designee  Regular Education Teacher  Special Education Teacher 

 Parent  Student (If appropriate)  Other:       

 Other:        Other:        Other:       

If you have any questions or would like additional information or assistance to help you prepare for this IEP meeting, please contact  

      at       e-mail        

 
Detach and Return the Section Below  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
To the Parent/Student: 

Student Name:       Date of IEP Meeting:       

Please check your choice and detach and return this section to Fax #        

 I, the parent,   I, the student, will attend  the IEP Team Review meeting as scheduled. 

 I, the parent,   I, the student, cannot attend  the IEP Team Review meeting as scheduled, however you may hold the 
meeting in my absence. 

    Please reschedule the IEP meeting. Suggested Dates:  

 
Parent 
Signature 

      Date:       
Date received by the 
school :   

      

 

1st Attempt Date        2nd Attempt Date        3rd  Attempt Date       
 

Commented [c60]: THIS INVITATION MUST BE 

COMPLETED AND ATTACHED TO THE BACK OF THE TEAM 

REVIEW WHEN IT IS FILED IN THE BLUE FOLDER; DO NOT 

SEPARATE AND FILE IN THE SECTION OF THE BLUE 
FOLDER MARKED FOR NOTICES 

 

PLEASE DELETE THE SECOND NOTICE IF THE STUDENT IS 
NOT YET 14 OR YOU WILL NOT BE INVITING ANY OTHER 

PEOPLE FROM OUTSIDE MCPS; IF THE STUDENT IS 14 YRS 

OLD OR OLDER YOU MUST COMPLETE ONE FOR THE 
STUDENT AND THE PARENT 

 

IF YOU ARE HAVING AN IEP MEETING AT THE SAME 

TIME; THEN CHECK THE REEVALUATION SECTION ON 

THE IEP’S INVITATION AND DELETE THE INVITATIONS ON 

THE TEAM REVIEW FILE; YOU DO NOT HAVE TO 
COMPLETE AN INVITATION FOR A TEAM REVIEW AND AN 

IEP SEPARATELY 

Commented [c61]: THIS SECTION MUST BE CHECKED 

Commented [c62]: CHECK ONLY THOSE WHO WILL BE 

ATTENDING; DO NOT GIVE SPECIFIC NAMES 

Commented [c63]: IF YOU INVITE THE PARENT VIA 

PHONE AND THEY HAVE AGREED TO COME, TYPE IN 

HERE THAT YOU INVITED THE PARENT BY PHONE AND 

THEY AGREED TO ATTEND OR SAID HOLD THE MEETING 
WITHOUT THEM; THEN SEND THE LETTER HOME AS A 

REMINDER 

 

IF THE PARENT DOES NOT RETURN THE INVITATION 

SIGNED, BUT ATTENDS THE MEETING, DO NOT ASK 

THE PARENT TO SIGN THE INVITATION AT THE 

MEETING. 

Commented [c64]: YOU MUST GIVE THE PARENT AT 
LEAST 10 DAYS NOTICE PRIOR TO THE MEETING AND 

YOU MUST INVITE THEM AT LEAST 3 TIMES BEFORE 

HOLDING THE MEETING WITHOUT THEM;  IF YOU DO NOT 

GIVE ADEQUATE NOTICE OF THE MEETING AND YOU 
HOLD THE MEETING WITHOUT THE PARENT THAT 

MEETING IS NOT A VALID MEETING AND THE PARENT 

CAN FILE A COMPLAINT AND REQUEST THAT YOU 

REHOLD THE MEETING 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

 

NEW ALTERNATE TEAM REVIEW FORM – EVERYTHING IS COMPLETED THE SAME EXCEPT FOR 

THE MATH, READING, AND LANGUAGE ARTS SECTIONS 
 

Student’s Full Name:       

Grade Choose a Grade Race       Gender     M    F 

Does student currently receive SPED services?         Yes          No 
If yes, complete disability(ies) below. 

If no, when was student last evaluated?       

Primary Disability  
 
Choose a Disability 

Secondary Disability  Choose a Disability If Applicable 

Tertiary Di sability  Choose a Disability If Applicable 

Parent/Guardian Name:        Cell Phone:       

Home Address:       City, State, Zip Code Phone # (H):       
Mailing Address  
(If Different):       City, State, Zip Code Phone # (W):       

 
 

PURPOSE OF THE MEETING ɀ REEVALUATION to be conducted at least once every three years or more 
frequently if conditions warrant it or the parent or teacher requests reevaluation. 
  
 

REASON FOR EVALUATION 

 3 Year Evaluation 

 Parent Request Explain Concerns:       

 Increasing Behavioral Problems 

 Increasing Academic Problems 

 Other       
 
 
 FOR OFFICE USE 

 RECD      SOCIAL   SPEECH 

 CSCM      MEDICAL   HEARING 

 PARENT ATTEND?   PSYCHOLOGICAL   VISION 

 PERM      EDUCA. / DEV.   TEA 

 65DD      OTHER   CLASS OB   BASC 
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REVIEW OF EXISTING EVALUATIONS / DATA:  
1.  The following were reviewed:             SOL’s            Report Card         FBA / BIP     PLOP 

2. Is there a current diagnosis of a medical or physical problem (ADHD, etc)?     Yes          No 

 If so, please explain and attach a copy of the current diagnosis from a medical professional: 

       

3. 
Is attendance a problem?     Yes          No 
If so, please complete the following.  If not, skip to question 4. 

 Number of days absent during the last school year        

 Number of days absent this school year         

4. Has student ever been retained?   Yes          No 

 If so, please list grades:       

5. Have there been any changes in the home environment in the last 3 years?     Yes          No 

 If yes, please explain: 

       

6. Is the current placement appropriate?   Yes          No  

 If no, please explain: 

       
 

CURRENT EDUCATIONAL PERFORMANCE 
1.   What are the student’s areas of strength? 

       

2. What are the student’s areas of weakness? 

       
 

LANGUAGE PERFORMANCE 
Summarize the language strengths of the student below: 

      

Summarize the language weaknesses of the student below: 

      

What instructional strategies are being used to address weaknesses in language performance?   

       

 Are the above mentioned strategies working?   Yes          No 

 If no, please explain: 

       
 

READING PERFORMANCE 
Reading Level        Instrument used:       

Instructional Level       Instrument used:       

Summarize the reading strengths of the student below: 

      

Summarize the reading weaknesses of the student below: 

Commented [CP65]: WRITING, GENERATING IDEAS, 

RESEARCHING, SEQUENCING; ETC. 
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 What strategies (not accommodations) are being used to address reading weakness(es)? 

       

 Are the above mentioned strategies working?   Yes          No 

 If no, please explain: 

       
 

MATH PERFORMANCE  
Summarize the math strengths of the student below: 

      

Summarize the math weaknesses of the student below: 

      

What strategies (not accommodations) are being used to address math weakness(es)? 

       

 Are the above mentioned strategies working?   Yes          No 

 If no, please explain: 

       
 

BEHAVIORAL PERFORMANCE 
1. Is the student experiencing any behavioral complications?   Yes          No 

 If yes, please answer questions 2-6 

2. What behaviors are currently being exhibited by the student?        

3. Are there goals in the IEP to address the specific behaviors mentioned above?   Yes          No 

4. Has a Functional Behavior Assessment (FBA) been completed?   Yes          No 
 
5. 

Is there a current Behavioral Intervention Plan (BIP) that addresses specific   Yes          No 
behaviors being exhibited? 

6. How many office referrals have there been during the current school year?       

7. How many office referrals were there during last school year?       
 

VISUAL MOTOR / FINE MOTOR / SENSORY CONCERNS 
  Visual Motor Skills  (If checked, please complete the following section below.) 

PRESCHOOL AGE   NOT APPLICABLE TO THIS STUDENT   
1. put coat on and take off (not including fasteners)   YES    NO 
2. pull zipper up when bottom engaged by an adult   YES    NO 
3. use the toilet and manage their clothes during this equal to their 

peers 
  YES    NO 

4. scribbles on a form on the paper   YES    NO 
5. visually attends to paper when scribbling, coloring, tracing   YES    NO 
6. draws a circle, +, -, | lines   YES    NO 
7. puts on/off backpack   YES    NO 
8. put materials in/out of backpack   YES    NO 
9. snips paper with scissors   YES    NO 
   

KINDERGARTEN AND OLDER   NOT APPLICABLE TO THIS STUDENT   

Commented [CP72]: INTERVENTIONS; DIFFERENT 

INSTRUCTIONAL PROGRAMS; SOFTWARE, TITLE 

PROGRAMS, RTI, ETC 
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1. one hand holds writing tool while other hand rests on paper   YES    NO 
2. colors objects with adequate coverage   YES    NO 
3. writes letters within the top and bottom lines   YES    NO 
4. can feed themselves (equal to their peers)   YES    NO 
5. adequate spacing between written words   YES    NO 
6. adequate spacing between letters in a word   YES    NO 
7. If handwriting is not legible, please provide 5-10 work samples that 

the student completed independently, or note what assistance was 
provided 

  YES    NO 

8. draws recognizable representation of objects   YES    NO 
9. reverses letters (second grade and older)   YES    NO 
 If so, list letters:  
10. cuts accurately along a form with scissors   YES    NO 
   

  Fine Motor Skills  (If checked, please complete the following section below.) 
PRESCHOOL AGE   NOT APPLICABLE TO THIS STUDENT   

1. uses one hand fairly consistently for all activities   YES    NO 
2. picks up small objects   YES    NO 
3. plays with blocks, puzzles, or other classroom toys and games   YES    NO 
   

KINDERGARTEN AND OLDER   NOT APPLICABLE TO THIS STUDENT   
1. able to manage buttons, zippers, containers   YES    NO 
2. opens baggies, containers, and lunch boxes   YES    NO 
3. ties shoelaces (3rd grade and older)   YES    NO 
   

  Sensory Integration   (If checked, please complete the following section below.) 
1. student chews through clothing or other non-edible items   YES    NO 
2. student frequently runs into items, bumps into or presses their 

body against items or people (to the point that it impedes 
functioning) 

  YES    NO 

3. irregular response to being lightly touched   YES    NO 
4. irregular response to firm but gentle touch   YES    NO 
5. avoids touching certain textures, if so what do they avoid?   YES    NO 
6. seems like they can't get enough of certain textures, if so what 

textures? (example, at sink will try to put more than just hands in 
water or becomes overly excited or reacts extremely when engaged 
with it) 

  YES    NO 

7. describe any sound sensitivities   YES    NO 
8. consistently trips over items in their path   YES    NO 
9. student frequently falls out of chair   YES    NO 
10. student avoids playground equipment or uses select pieces of 

equipment excessively 
  YES    NO 
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PLEASE PROVIDE ANY ADDITIONAL CONCERNS BELOW: 

      

 

IS ANY ADDITIONAL EVALUATION/DATA NEEDED TO DETERMINE ANY OF THE FOLLOWING: 

 
 

  Yes          No 
 
Whether the child continues to have a particular disability or has any additional disabilities. 

  Yes          No The present level of performance and educational needs of the child. 

  Yes          No Whether the child continues to need special education and related services. 
 

  Yes          No 
 
Whether any modifications to the special education and related services are needed to enable the 
child to meet the measurable annual goals set out in the IEP of the child and to participate, as 
appropriate, in the general curriculum. 

 

If YES is checked to any of the above; then the IEP Team must determine what assessment are necessary; If NO is 
checked to all of the above then no new components are necessary.  
 

)Æ ÁÌÌ ./ȭÓ ÁÒÅ ÃÈÅÃËÅÄ ÁÎÄ ÔÈÅ ÃÏÍÍÉÔÔÅÅ ÓÔÉÌÌ ÒÅÑÕÅÓÔÓ ÎÅ× ÔÅÓÔÉÎÇ ÐÌÅÁÓÅ ÉÎÄÉÃÁÔÅ ÏÎÅ ÏÆ ÔÈÅ ÒÅÁÓÏÎ ÂÅÌÏ× ÔÏ ÅØÐÌÁÉÎ 
this:  
 

   
 
The parent is requesting new testing;  

   No testing has been administered for the last six years. 

   The student is aging out of Developmental Delay services 
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IEP TEAM ACTION 
0ÌÅÁÓÅ ÎÏÔÅ ÔÈÁÔ ÉÆ Ȭ.Ï #ÏÍÐÏÎÅÎÔÓ .ÅÅÄÅÄȭ ÉÓ ÃÈÅÃËÅÄ ÂÅÌÏ× ÔÈÅ Ȭ!ÓÓÅÓÓÍÅÎÔÓ /ÐÔÉÏÎÓȭ ÁÎÄ Ȭ)%0 

2%6)%7Ⱦ2%6)3)/. 35--!29ȭ ÐÁÇÅÓ ÁÒÅ ./4 ÎÅÅÄÅÄ ɀ Delete the 2 Pages 
 

 No Components Needed – Send to the Diagnostic Center to Determine if Child is Still Eligible for       Services. 

 
I give permission for my child to continue in the special education  program as provided  by Mecklenburg 
County Public Schools. 

             

Date  Signature(s) Of Parent(s)/Guardian(s)/Surrogate/Adult Student 

 

OR 
 

 Components Requested . (See the next page for recommended components.)   

 
 
PARTICIPANTS 
The names below indicate that the individuals participated in the team review for evaluation; it does not authorize 
consent.  Parent and/or student (age 18 or older) consent is on page 3. 
 

NAME OF PARTICIPANT RELATIONSHIP TO STUDENT 
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DELETE THIS PAGE IMMEDIATELY IF THE TEAM IS NOT ASKING FOR NEW 

TESTING COMPONENTS 

PRIOR NOTICE 
 
This form shall be given to the parent(s) of a child with a disability (or to the student when of legal age) in a reasonable time period: 
 
Á before Mecklenburg County Public Schools (MCPS) proposes to initiate or change the identification, evaluation, or educational 

placement of the child or the provision of Free and Appropriate Public Education (FAPE) to the child - notice shall be given at the same 
time parental consent is requested; 

Á before MCPS refuses to initiate to change the identification, evaluation, or educational placement of the child or the provision of FAPE to 
the child. 

 
CONTENT 

 

1. A description of the action proposed or refused by the school division: 

AS DISCUSSED IN THE TEAM REVIEW, THE IEP COMMITTEE PROPOSES TO CONDUCT THE EVALUATIONS INDICATED 
ON THE ASSESSMENT OPTIONS PAGE OF THE TEAM REVIEW FOR EVALUATION. 

2. An explanation of why the school division proposes or refuses to take the action: 

MCPS PROPOSES TO TAKE THIS ACTION TO HELP DETERMINE APPROPRIATE DISABILITY, SERVICES, AND 
PLACEMENT FOR THE STUDENT. 

3. A description of any other options that the agency considered and the reasons why these options were  
               rejected: 

NO OTHER OPTIONS CONSIDERED WERE REJECTED. 

4. A description of each evaluation procedure, test, record, or report the agency used as a basis for the     
               proposed or refused action: 

REVIEW OF STUDENT RECORDS AND TEAM REVIEW PAPERWORK. 

5. A description of any other relevant factors to the school division’s proposal or refusal: 

NO OTHER FACTORS WERE RELEVANT TO THE COMMITTEE'S DECISION. 

6. Resources for the parent to contact for help in understanding the Individual with Disabilities Improvement Act (IDEA) and the  
               Related federal and Virginia Regulations: 
Should you wish to obtain a copy of the Procedural Sa feguards, need assistance understanding your rights, or have questions 
please call the Department of Exceptional Programs at 434 -738-6111, or 447 -χφσρ ÏÒ ÙÏÕÒ ÃÈÉÌÄȭÓ ÐÒÉÎÃÉÐÁÌȢ  9ÏÕ ÍÁÙ ÁÌÓÏ ÁÃÃÅÓÓ 
information relating to special education via the interne t at www.doe.virginia.gov  

7. Indicate below how the parent/guardian was provided a copy of the procedural safeguards: 

 
HANDED A COPY AT THE IEP 
MEETING 

 
MAILED A COPY TO THE 
PARENT 

 
OFFERED A COPY TO THE PARENT 
AT THE IEP MEETING 

 

You have protections under the Procedural Safeguards of the Individuals with Disabilities Act (IDEA) and may 
appeal this decision.   
 
             
Date             Signature of Administrator / Designee 
 



M C P S T E A M  R E V I E W  F O R  R E E V A L U A T I O N  

STUDENT’S FULL NAME  DOB  

SCHOOL  
DATE OF  
TEAM REVIEW 

 

 

 
 

DELETE THIS PAGE IMMEDIATELY IF THE TEAM IS ASKING FOR NEW TESTING 

COMPONENTS 
 

PRIOR NOTICE 
 
This form shall be given to the parent(s) of a child with a disability (or to the student when of legal age) in a reasonable time period: 
 
Á before Mecklenburg County Public Schools (MCPS) proposes to initiate or change the identification, evaluation, or educational 

placement of the child or the provision of Free and Appropriate Public Education (FAPE) to the child - notice shall be given at the same 
time parental consent is requested; 

Á before MCPS refuses to initiate to change the identification, evaluation, or educational placement of the child or the provision of FAPE to 
the child. 

 
CONTENT 

 

1. A description of the action proposed or refused by the school division: 

AS DISCUSSED IN THE TEAM REVIEW, THE IEP COMMITTEE PROPOSES NOT TO CONDUCT NEW EVALUATIONS. 

2. An explanation of why the school division proposes or refuses to take the action: 

MCPS PROPOSES TO TAKE THIS ACTION DUE TO THE FACT THAT THE IEP COMMITTEE FEELS THAT THE STUDENT'S 
RECORDS INDICATE THAT HE/SHE CONTINUES TO HAVE A DISABILITY THAT REQUIRES SPECIALIZED SERVICE AND 
THAT THE STUDENT IS RECEIVING FAPE THROUGH HIS/HER CURRENT IEP. 
3. A description of any other options that the agency considered and the reasons why these options were  
               rejected: 

NO OTHER OPTIONS CONSIDERED WERE REJECTED. 

4. A description of each evaluation procedure, test, record, or report the agency used as a basis for the     
               proposed or refused action: 

REVIEW OF STUDENT RECORDS AND TEAM REVIEW PAPERWORK. 

5. A description of any other relevant factors to the school division’s proposal or refusal: 

NO OTHER FACTORS WERE RELEVANT TO THE COMMITTEE'S DECISION. 

6. Resources for the parent to contact for help in understanding the Individual with Disabilities Improvement Act (IDEA) and the  
               Related federal and Virginia Regulations: 
Should you wish to obtain a copy of the Procedural Safeguards, need assistance understanding your rights, or have questions 
please call the Department of Exceptional Programs at 434 -738-6111, or 447 -7631 or your ch ÉÌÄȭÓ ÐÒÉÎÃÉÐÁÌȢ  9ÏÕ ÍÁÙ ÁÌÓÏ ÁÃÃÅÓÓ 
information relating to special education via the internet at www.doe.virginia.gov  

7. Indicate below how the parent/guardian was provided a copy of the procedural safeguards: 

 
HANDED A COPY AT THE IEP 
MEETING 

 
MAILED A COPY TO THE 
PARENT 

 
OFFERED A COPY TO THE PARENT 
AT THE IEP MEETING 

 

You have protections under the Procedural Safeguards of the Individuals with Disabilities Act (IDEA) and may 
appeal this decision.   
 
             
Date             Signature of Administrator / Designee 
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ASSESSMENT OPTIONS 
 

ASSESSMENT OPTIONS 

 SOCIOCULTURAL: A written report from a qualified visiting teacher or school social worker based on the use of 
information collected through social appraisal instruments.  It shall contain social background and social / adaptive 
behavior in home, school, and community. 

 PSYCHOLOGICAL ALONG WITH AN EDUCATIONAL AND/OR DEVELOPMENTAL:  A written report from a qualified 
psychologist based on the use of a battery of appropriate instruments which may include individual ability/intelligence 
test(s) psycho-educational test(s) and measures of behavior adjustment; Completed by the school psychologist; AND AN 
EDUCATIONAL/DEVELOPMENTAL: A written report describing current educational performance and identifying 
instructional strengths and weaknesses in academic skills, language performance, and school behavior.  Completed by 
educators and/or psychologists. 

A CLASSROOM OBSERVATION will be conducted by a qualified professional as part of the evaluation process for all referrals. 

CLASSROOM OBSERVATIONS ARE REQUIRED FOR ALL EVALUATIONS 

An audiometric assessment of hearing conducted by a speech and language therapist, hearing teacher, or school nurse.  

HEARING SCREENINGS ARE REQUIRED FOR ALL EVALUATIONS. 

OTHER ASSESSMENT OPTIONS 

 OTHER:        JUSTIFICATION:       

 OTHER:        JUSTIFICATION:       

 

PARENTAL /ADULT STUDENT CONSENT FOR INDIVIDUAL EVALUATION 

I GIVE PERMISSION for Mecklenburg County Public Schools to proceed with any 
proposed evaluation, as indicated above, of my child to determine whether or not 
he/she continues to be eligible for special education services.    I have received a 
copy of the CONSENT form and the RIGHTS AND PROCEDURAL SAFEGUARDS 
FOR SPECIAL EDUCATION.  I understand these rights. Should this evaluation 
require transportation, I give permission for an employee of MCPS to transport 
my child if I am unable to provide the transportation.   
 

                          

DATE _______________________________________________________________________________ 
 

      
____________________________________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 

I DO NOT GIVE PERMISSION for Mecklenburg County Public Schools to proceed with the 
evaluation of my child in order to determine whether or not he/she continues to be eligible 
for special education because ______________________________________ 
______________________________________________________________________. 
I do give permission for my child to continue in the special education program as provided 
by Mecklenburg County Public Schools. I have received a copy of the CONSENT form and the 
RIGHTS AND PROCEDURAL SAFEGUARDS FOR SPECIAL EDUCATION.  I understand these 
rights. 
 

                         

DATE ___________________________________________________________________________________________ 
 

      
_________________________________________________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 
ITEMS THAT SHOULD BE SENT TO THE DEPARTMENT OF EXCEPTIONAL PROGRAMS ASAP: 

¶ IF COMPONENTS ARE ASKED FOR; SCAN AND EMAIL OR FAX (738.0691)  THE ASSESSMENT PAGE TO WBOHANNON; 
¶ CLASSROOM ROOM OBSERVATION FORM (SHOULD NOT BE COMPLETED BY THE STUDENT’S TEACHER), CLASSROOM OBSERVATIONS MUST 

BE DONE IN WORD VERSION AND EMAILED TO WBOHANNON; 
¶ BASC FORM SHOULD BE COMPLETED IF A PSYCHOLOGICAL EVALUATION IS REQUESTED AND SENT TO WENDY BOHANNON. 

Commented [WB76]: THE ORIGINAL OF THIS PAGE 

MUST BE SCANNED/FAXED TO WENDY BOHANNON ON 

THE DAY PARENTAL PERMISSION IS OBTAINED. 
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IS A PSYCHOLOGICAL EVALUATION BEING REQUESTED?  
IF NO, 

DELETE THIS PAGE 
 

IEP REVIEW / REVISION SUMMARY 
Today’s 
IEP Date       

Review of Annual   
IEP Dated         

 
Reason(s) for the Review :   IEP TEAM DURING A TEAM REVIEW REQUESTED AN UPDATED PSYCHOLOGICAL EVALUATION 

Change(s) recommended  to 
current Service/program:   

PSYCHOLOGICAL EVALAUTION WILL BE COMPLETED WITHIN 65 BUSINESS DAYS FROM THE DATE OF 
THIS IEP REVISION 

Justification for changes:   TEAM REVIEW REQUESTED AN UPDATED PSYCHOLOGICAL EVALUATION 

 
For Medicaid or FAMIS (Family Access to Medical Insurance Securities) Insured Only  
 
CONSENT TO RELEASE INFORMATION:  
I consent for Mecklenburg County Public Schools to release information about my child’s participation in services billed to Medicaid to 
participating physicians, other health care providers, the Department of Medical Assistance Services, and any Department of Medical 
Assistance Services billing agents, and any LEA billing agent as necessary to process Medicaid claims for reimbursement of Medicaid covered 
health related services and the evaluations for services outlined in the IEP. 
 
PROCEDURAL SAFEGUARD: 
I understand my right to deny consent for the school system to access my child’s Medicaid coverage to seek reimbursement for the health 
related services provided.  This decision will not affect delivery of these services to my child.  I understand that my permission is voluntary 
and may be revoked at anytime in writing.  I also understand that I have the right to request a copy of the records disclosed. 

 
PARENTAL CONSENT FOR BILLING PUBLIC INSURANCE 

(Please check one box in this section.) 
 I GIVE CONSENT for claims to be submitted to the State Medicaid Agency, as described above, for the services outlined in the 

Individualized Education Program (IEP), including duration and frequency and/or evaluations for IEP services. 
 

 I  DO NOT give consent for claims to be submitted to the State Medicaid Agency, as described above, for the services outlined in the 
Individualized Education Program (IEP), including duration and frequency and/or evaluations for IEP services. 

   
 Not Applicable At This Time 

 
 

PARENTAL CONSENT FOR IEP OR IEP AMENDMENT 
(Please check one box in this section.) 

 
I give  permission/consent to implement the above changes and placement of my child’s IEP dated       
I HAVE BEEN PROVIDED/OFFERED A COPY OF THE PRIOR NOTICE OF IEP AND PROCEDURAL SAFEGUARDS AND 
UNDERSTAND MY RIGHTS AS PARENT/STUDENT.  

  

 
I do not  give permission/consent to implement the above changes and placement of my child’s IEP dated       
I HAVE BEEN PROVIDED/OFFERED A COPY OF THE PRIOR NOTICE OF IEP AND PROCEDURAL SAFEGUARDS AND 
UNDERSTAND MY RIGHTS AS PARENT/STUDENT.  

 
 
             

Parent or Student (as appropriate)  Signature   Date 

PROCEDURAL SAFEGUARDS were (circle one)           handed          mailed             offered        to parent(s).  
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PARENTAL /ADULT STUDENT CONSENT FOR INDIVIDUAL SCREENING 

I GIVE PERMISSION for  Mecklenburg County Public Schools 
to proceed with any proposed screening, as indicated above, 
of my child to determine whether or not he/she continues to 
be eligible for the read aloud accommodation.     
 
DATE       

 

      

___________________________________________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 I DO NOT GIVE PERMISSION for Mecklenburg County 
Public Schools to proceed with the screening of my child 
in order to determine whether or not he/she is eligible 
for the read aloud accommodation. 
 
 

DATE       

 

      

_____________________________________________________________________________________________ 
SIGNATURE(S) OF PARENT(S)/GUARDIAN(S)/SURROGATE/ADULT STUDENT 

 

SCREENING OPTIONS FOR READ ALOUD ELIGIBILITY 
 

 EDUCATIONAL EVALUATION FOR READ ALOUD ELIGIBLITY:    OPTIONS FOR 
TESTING INCLUDE:   PSEUDOWORD DECODING SECTION OF THE WIAT-II OR THE 
WORD ATTACK SECTION OF THE WOODCOCK JOHNSON-III  
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NOTICE OF INDIVIDUALIZED EDUCATIONAL PROGRAM (IEP) MEETING 
To:        From:        

Student’s Name:        Date Sent to Participants:        

This meeting has been scheduled for:   Date:                                     Time:         

Location of the Meeting:       

 
This is to notify you that a Team Review for evaluation meeting has been scheduled for the above student.   Your participation and attendance at 
this meeting are very important.  This Team Review meeting must be scheduled at a mutually agreed upon time and place.  The purpose of this 
meeting is to discuss(check all that apply): 
 

 Three Year Reevaluation and determine if updated testing is needed 

 Parent Request 

 Increasing Behavior Problems 

 Increasing Academic Problems 

 Other:  

The parent/adult student or school division may invite individuals who have knowledge or special expertise regarding the student, 
including related services personnel, to participate as a member of the IEP team.  The determination of the knowledge or special expertise 
shall be made by the person/party extending the invitation.  If you, the parent or adult student, are bringing other individuals to the 
meeting, please let us know. This will ensure that the meeting space will accommodate all team members.  
 
The following are invited to attend and participate in the IEP meeting: 

 
 Principal/Designee  Regular Education Teacher  Special Education Teacher 

 Parent  Student (If appropriate)  Other:       

 Other:        Other:        Other:       

If you have any questions or would like additional information or assistance to help you prepare for this IEP meeting, please contact  

      at       e-mail        
Detach and Return the Section Below  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
To the Parent/Student: 

Student Name:       Date of IEP Meeting:       

Please check your choice and detach and return this section to Fax #        

 I, the parent,   I, the student, will attend  the IEP Team Review meeting as scheduled. 

 I, the parent,   I, the student, cannot attend  the IEP Team Review meeting as scheduled, however you may hold the meeting in my 
absence. 

    Please reschedule the IEP meeting. Suggested Dates:  

 

Parent Signature       Date:       
Date received by the school 
:   

      

 

1st Attempt Date        2nd Attempt Date        3rd  Attempt Date        
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NOTICE OF INDIVIDUALIZED EDUCATIONAL PROGRAM (IEP) MEETING 
To:        From:        

Student’s Name:        Date Sent to Participants:        

This meeting has been scheduled for:   Date:                                     Time:         

Location of the Meeting:       

 
This is to notify you that a Team Review for evaluation meeting has been scheduled for the above student.   Your participation and attendance at 
this meeting are very important.  This Team Review meeting must be scheduled at a mutually agreed upon time and place.  The purpose of this 
meeting is to discuss(check all that apply): 
 

 Three Year Reevaluation and determine if updated testing is needed 

 Parent Request 

 Increasing Behavior Problems 

 Increasing Academic Problems 

 Other:  

The parent/adult student or school division may invite individuals who have knowledge or special expertise regarding the student, 
including related services personnel, to participate as a member of the IEP team.  The determination of the knowledge or special expertise 
shall be made by the person/party extending the invitation.  If you, the parent or adult student, are bringing other individuals to the 
meeting, please let us know. This will ensure that the meeting space will accommodate all team members.  
 
The following are invited to attend and participate in the IEP meeting: 

 
 Principal/Designee  Regular Education Teacher  Special Education Teacher 

 Parent  Student (If appropriate)  Other:       

 Other:        Other:        Other:       

If you have any questions or would like additional information or assistance to help you prepare for this IEP meeting, please contact  

      at       e-mail        
Detach and Return the Section Below  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
To the Parent/Student: 

Student Name:       Date of IEP Meeting:       

Please check your choice and detach and return this section to Fax #        

 I, the parent,   I, the student, will attend  the IEP Team Review meeting as scheduled. 

 I, the parent,   I, the student, cannot attend  the IEP Team Review meeting as scheduled, however you may hold the meeting in my 
absence. 

    Please reschedule the IEP meeting. Suggested Dates:  

 

Parent Signature       Date:       
Date received by the school 
:   

      

 

1st Attempt Date        2nd Attempt Date        3rd  Attempt Date       
  
 


