Graves County Schools

Guided Planning for Initial and Re-evaluation of Autism

Do not use this form for a Record Review   
Student Name _________________________________________________ Date of Birth _________________ Age __________
Parent Name and Address __________________________________________________________________________________
School _______________________________________ Teacher _________________________________ Grade ____________
Initial Evaluations must have all of the following data given to Counselor prior to a Referral:
__________ RTI Data: Persons responsible - RTI Committee, Regular Education Teacher(s), Counselor, Parent (if applicable)
· Form A: RTI Parent Letter

· Form B: Student Intervention Documentation/Log & Data Analysis for each specific skill area(s) of concern
1. Includes baseline data collected in problem areas (e.g. atypical behaviors, adaptive behavior, cognitive, academics)
2. Evidence of atypical behavior documented over an extended period of time (at least 4 to 6 months)

3. Behavior intervention plan utilizing research-based interventions, designed specifically to targeted behaviors

· Charts/Graphs w/ aim line & data points showing student’s Rate of Improvement for each specific area(s) of concern

· Charts/Graphs w/ data showing student’s Rate of Improvement compared to peers’ rate of improvement 

4. Interventions in academic areas believed to be impacted by the behavior exhibited 
· Form D: Fidelity Checklist 

· Form E: Student Progress Update(s)

· Form K: Summary of Interventions & Data (used to assist Counselor in completing Referral in the KY Evaluation)
· Form N: Determination of Student Representative
__________ Universal Screening results including Charts/Graphs (e.g. STAR, DIBELS, PBIS, etc.)
__________ Doctor’s statement indicating a medical diagnosis, if applicable (Not required to have a medical diagnosis from physician)
__________ KY Evaluation: Person Responsible - Counselor
· Completed Referral 
All Initial & Re-Evaluations must include this data based on the Evaluation Planning Form  
Give to Counselor, who will then notify the Testing Center when all components are completed:
Date
Evaluation Data
Person responsible
__________
Vision Screening (Current within a year)
School Nurse/SLP
__________
Hearing Screening (Current within a year)
School Nurse/SLP
__________
Attendance Report
Counselor/Special Education Staff
__________
Previous Assessment (If applicable)
Counselor/Special Education Staff
__________
Social and Developmental History (Update for Re-Evaluation)
Parent interview in ARC
__________
Language Evaluation (If applicable)
SLP
__________
Autism Rating Scale (choose 1) CARS-2 or GARS-3
Teacher/Parent
__________
Behavior Observations (3)
Teacher/Assistant/Counselor/Admin

(Atypical Personal Interaction, Motor Behaviors, Verbal/Non-Verbal Behaviors, Social, Academics)


__________
Self-Help/Adaptive Rating Scale (choose 1) ABAS-3 (preferred) or SIB-R
Teacher/Parent
__________
Individual Intelligence Test
School Psychologist
__________
Individual Academic Achievement Test(s)
School Psychologist
__________
Other Evaluations
OT/PT/SLP

(OT, PT, Assistive Technology, Augmentative Communication, etc.)
