Suffolk County Department of Health Services
Division of Services for Children with Special Needs

SPECIAL EDUCATION PRESCHOOL PROGRAM

SEIT SERVICE

QUARTERLY PROGRESS REPORT
Name of Student:





Student’s Date of Birth:            
Date of Report:




         
Chronological Age of Student: 
SEIT Provider Name:




Agency/School Name:_______________________
School District:





IEP Dates of Service                        to  
Number of Sessions Authorized this Quarter:          

 Number of Sessions Missed this Quarter:        
Goal(s)/Objective(s):

Summary of Progress towards Goal(s) and Objective(s):

Conclusions and Recommendations:
Services will continue as indicated in the child’s current IEP.
Signature of SEIT Provider:
______________________________________       Date:____________



cc: Student’s CPSE Chairperson

       Parent/Guardians

       Suffolk County Dept. of Health Services
