
FORMAT FOR


SPECIAL EDUCATION PRESCHOOL PROGRAM


RELATED SERVICE


QUARTERLY PROGRESS REPORT

Name of Student: _________________________________ Student’s Date of Birth:___________________

Date of Report: ___________________________________ Chronological Age:      ____________________

Related Service: _________________________ Related Service Provider: ___________________________
School District: _________________________ Provider Agency (if applicable):______________________

For the Quarter:
Total Units Authorized: ________ Units used this quarter: _______ Units missed this quarter: _______
Goal(s)/Objective(s):

Summary of Progress:
Conclusions and Recommendations:
____________________________________________________________________________________

Signature of Related Service Provider
          License/Certification  #
         Date
I certify that I have reviewed the above services:

USO/UDO Supervisor: ____________________________________________________________________________ _______            Supervisor Signature, Credentials, License, ASHA # (if appropriate)                        Date
cc: Student’s CPSE Chairperson

    Parents/Guardians
    Suffolk County DOHS, Division of Services for Children with Special Needs

    50 Laser Court, Hauppauge, NY 11788    Att: Coordinator of Preschool Services

