
PINELLAS COUNTY SCHOOLS 

ESE REQUEST FOR DIAGNOSTIC ASSESSMENT SUPPORT 

 

Submit with Staffing Folder 

Name: ______________________________________________  DOB: _________________ Student Number:___________________________ 

Student’s Home Telephone #: ___________________________________  Date Form Completed: ___________________________________ 

Grade: ___________ School: _____________________________________________ Teacher(s): _____________________________________ 

Referral Agent /Contact Person: ________________________________________________________ Phone: ___________________________ 

Current Placement /Services: _____________________________________________________________________________________________ 

What additional information appears to be needed to assist the IEP Team in recommending services for this student? _______________ 

_______________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

Screening Dates and Results: 

     Hearing _________________     P /    F 

     Vision ___________________     P /    F ; Does student need glasses?   ___ Y   ___ N       Does he/she wear them?   ___ Y   ___ N 

     Speech/Language __________________      P /    F 

Referral Concerns: ______________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

Attempts to Address Concerns: ______________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

Specific Questions that the Potential Evaluation/Consultation needs to address: __________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

Student’s Primary Care Physician Name/Number:___________________________________________________________________________ 

Current Medications (names and dosages):_________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

Review Recommendation 

________ Neuropsychological consultation 

________ Diagnostic Assessment Support 

________ Medical evaluation: _________________________________________________________________________________________

________ Other: 

Original – Keep at School         2 copies – Diagnostic Team
PCS Form 2-1821 (Rev. 7/25) CC # 6600 
Review Date 7/26
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