Student Name:

Date of Birth:

Parent Name:

Phone:

Date Permission to Evaluate Signed:

Evaluation Due Date:

Team
Member

Method

Date
Completed

File review

Medical /Health

assessment statement
of an event that may
have resulted in a TBI

Comprehensive
psychological
assessment to
determine difficulties
associated with TBI

Other assessments:
fine motor

Other assessments:

large motor/physical
transfer

Other assessments:
communication

Other assessments:
psychosocial

Information related to
TBI: pre-injury
performance

Information related to
TBI: adaptive ability

Classroom observation

Observation in non-
classroom setting

Assessments to
determine impact of TBI

Additional assessments
needed to identify
student’s educational
needs




