
REQUEST FOR SPEECH & LANGUAGE SERVICES 

Student Name:   DOB:   

☐ Request is for Academic School Year:

☐ Request is for Extended School Year (ESY):
-------------------------------------------------------------------------------------------------------------------------

-Please choose all appropriate services and fill in necessary information.
(For Auditory processing evaluations or consultations, please use the Request for Audiology Services.) 

☐ SPEECH-LANGUAGE EVALUATION

The following must be attached: 

 Current Health Appraisal Form

 Any previous speech-language evaluations

☐ SPEECH-LANGUAGE CONSULTATION
• Indicate number of hours per year:

The following must be attached: 

 Any previous speech-language evaluations

☐ SPEECH-LANGUAGE SERVICES
☐ Individual:

The following must be attached: 

 Home district speech-language referral/script (if applicable)

 Current Health Appraisal Form

 Any previous speech-language evaluations

 IEP (or IEP Direct access)
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Please fill in any additional information you feel would help us provide service for this 
student:

For additional information, contact: 

Kristine Seely, Support Services at 585-383-2216  

Revised 9/14/2021

INDICATE CSE Date & Time if known:

INITIAL RE-EVALUATION
For 1st Year Student in 
BOCES Program

☐ Group:

Frequency (number of sessions) 
Period
Duration (minutes per session) 
Location  

Frequency (number of sessions) 
Period
Duration (minutes per session) 
Location  

Reason For Evaluation:
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