				                   
[image: ]
CPSE/CSE MEETING OUTCOME FORM
To Be Returned Immediately AFTER MEETING 
       CHILD’S NAME: __________________________________________________________________________  BIRTH DATE: ______/______/______
      SCHOOL DISTRICT: ________________________________ MEETING DATE: _____/_____/_____  TIME START: _______ TIME END: _______
      [image: ] CPSE   [image: ] CSE   [image: ]ATTENDED IN-PERSON  [image: ]ATTENDED VIA VIDEO/TELECONFERENCE  [image: ]CHILD DECLASSIFIED AS OF _________________
     ____________________________________________________________________________________________________________________________________________ 
     SUMMER SERVICES: IEP Start Date: ____/____/____   End Dates: ____/____/____   	AAK Coordinator of Services: (  ) YES (  ) NO
	Service
	#Sessions
	    Minutes
	(Week/Month)
	Ind.
	Group
	Grp Size
	Location
	Current Therapist's Name
	  Will Continue

	ABA/BIS
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N

	SEIT/Resource Room
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N

	SPEECH/LANG
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N

	OT
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N

	PT
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N

	COUNSELING
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N

	PARENT TRAINING
	 
	 
	 
	 
	 
	 
	 
	 
	  Y / N


 ________________________________________________________________________________________________________________________________________________     
   FALL SERVICES: IEP Start Date: ____/____/____     End Dates: ____/____/____        AAK Coordinator of Services: (  ) YES (  ) NO
	Service
	#Sessions
	 Minutes
	Week/Month
	Ind.
	Group
	Grp Size
	Location
	Current Therapist's Name
	Will Continue

	ABA/BIS
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N

	SEIT/Resource Room
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N

	SPEECH/LANG
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N

	OT
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N

	PT
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N

	COUNSELING
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N

	PARENT TRAINING
	 
	 
	 
	 
	 
	 
	 
	 
	   Y / N


  SCHOOL Days: [image: ] M   [image: ] T   [image: ] W   [image: ] TH  [image: ] F   TIMES: ________ AM/PM ________ AM/PM;  SCHOOL NAME: _______________________PH: __________________________
    AAK Attending Provider: _____________________________________________ Chairperson/District Admin: ______________________________________________
 NOTES:_______________________________________________________________________________________________________________________________
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CHILD’S NAME: _________________


____________________________________________________________  BIRTH DATE: ______


/_____


_/______
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/_____
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_


_


 


     


 


CSE      


 


CPSE  


    


 


MEETING ATTENDED     


MEETING VIA TELECONFERENCE     


CHILD DECLASSIFIED 


AS OF ______________________
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/____


/____
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/____


/____
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Y / N


 


PARENT TRAINING
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FALL SERVICES: 


IEP Start Date: ____


/____


/____


     


End Dates: ____


/____


/____


      


 


  


AAK Coordinator of Services: (  ) 
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(  ) NO


 


 


Servic
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Sessions


 


Minutes
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Group
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Y / N
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Y / N


 


SPEECH/LANG


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


     


Y / N
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________


__


 


 


   


AAK Attending Therapist: __________________________________________


 


Chairperson Signature: __________________________________________________


_


 


 


   


Other Representative(s): ____________________


____


_


_


_


___________


; _________


___


____


_


___


_


__________________; _______________________


_


_________


__


____


_
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e


 


     


Name
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Name
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NOTES:


_________________________________________________________________________________________________________________


___


________________


____


_


 


   


_____________________________________________________________________________________________________________________________


___________________


_


 




                                To Be Returned Immediately  AFTER MEETING                                                                                FAX: 516 - 576 - 2131      lireports@aakcares.com       CPSE/CSE  ANNUAL REVIEW MEETING  OUTCOME   FOR NASSAU and/or SUFFOLK            CHILD’S NAME: _________________ ____________________________________________________________  BIRTH DATE: ______ /_____ _/______         SCHOOL DISTRICT: _________________________________________________________________________  MEETING DATE: _____ /_____ /___ _ _           CSE         CPSE          MEETING ATTENDED      MEETING VIA TELECONFERENCE      CHILD DECLASSIFIED  AS OF ______________________           SUMMER SERVICES:   IEP Start Date: ____ /____ /____     End Dates: ____ /____ /____   AAK Coordinator of Services: (  ) YES (    )   NO    

Servic e  #  Sessions  Minutes  (Week/Month)  Ind.  Group  Grp  Size  Location  Current Therapist's  Name  Will  Continue  

ABA                                 Y / N  

SEIT/Resource Room                                Y / N  

SPEECH/LANG                                Y / N  

OT                                 Y / N  

PT                                Y / N  

COUNSELING                                Y / N  

PARENT TRAINING                                Y / N  

                 FALL SERVICES:  IEP Start Date: ____ /____ /____       End Dates: ____ /____ /____             AAK Coordinator of Services: (  )  YES   (  ) NO    

Servic e  #  Sessions  Minutes  (Week/Month)  Ind.  Group  Grp  Size  Location  Current Therapist's  Name  Will  Continue  

ABA                                 Y / N  

SEIT/Resource Room                                Y / N  

SPEECH/LANG                                Y / N  

OT                                Y / N  

PT                                Y / N  

COUNSELING                                Y / N  

PARENT TRAINING                                Y / N  

      SCHOOL  Days:     M      T      W      TH     F   TIMES:  ________ AM/PM ________ AM/PM;    SCHOOL   NAME: ______________________ ___ _______ PH: _____ _ ________ __         AAK Attending Therapist: __________________________________________   Chairperson Signature: __________________________________________________ _         Other Representative(s): ____________________ ____ _ _ _ ___________ ; _________ ___ ____ _ ___ _ __________________; _______________________ _ _________ __ ____ _                   Name         Titl e         Name         Title        Name       Title       NOTES: _________________________________________________________________________________________________________________ ___ ________________ ____ _       _____________________________________________________________________________________________________________________________ ___________________ _  

