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                   Trumbull County Educational Service Center

Assistive Technology Team

Parent Survey

(to be completed with the Initial referral)

	Person Completing Form:
	 FORMCHECKBOX 
  Parent/Guardian
	 FORMCHECKBOX 
  Teacher (recording for parent/guardian)

	Student Name: 
	     
	Date of Birth:      __________________

	Parent/Guardian Name(s):
	     
	     

	Phone: 
	Home:      
	Work:      

	Parent/Guardian Email: 
	     
	     

	Student’s School: 
	     
	


	Your child’s strengths, interests, and motivations: 

	     

	

	


	Parent/Guardian Concerns: 

	     

	

	


	Does your child use assistive technology at home?             (If yes, what?)

	     

	

	


	What assistive technology has your child used in the past? 

	     

	

	


	Which goal(s) on your child’s IEP do you think could be supported through the implementation of assistive technology?

	     

	

	


	What problems might your child have when using assistive technology in your home? 

	     

	

	


Current Funding Sources available to your child: 

 FORMCHECKBOX 
  Private Insurance                          FORMCHECKBOX 
  Medicaid                         FORMCHECKBOX 
  Other: _______________________
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