NORTHEAST EDUCATIONAL SERVICES COOPERATIVE
Referral for Occupational Therapy Services

	Student: ________________________
	DOB: _________
	Age: __________
	Grade: ________
	Date: _________

	Parents: ________________________
	Phone: _________________________
	Teacher: _______________________

	Referring Person / Title: ____________________________
	Administrator’s Signature: _________________________



	FINE MOTOR
( ) Poor Desk Posture (explain)
    ____________________________
( ) Difficulty Drawing / Coloring
( ) Awkward Pencil Grasp

	
( ) Poor Hand / Finger Strength 
( ) Written Work Too Light / Dark
( ) Written Work Slow and Labored
( ) Tires Easily When Writing
	
( ) Difficulty Manipulating Scissors
( ) Difficulty Handling Classroom 
     Materials



	VISUAL MOTOR
( ) Difficulty Printing
( ) Poor Legibility 
     ___ Letter Formation
     ___ Line Awareness
     ___ Spacing (Word or Letter)
( ) Writing Takes Excessive Time

	
( ) Unable to Copy Simple Shapes 
     Mark: Simple or Complex
( ) Difficulty Matching Colors, Shapes,
     or Sizes
( ) Difficulty Completing Puzzles

	
( ) Letter or Number Reversals
( ) Losing Place When Reading
( ) Difficulty Copying 
     ___ From Board
     ___ From Desk



	SENSORY
( ) Sensitive to Stimuli
     ___ Noise     ___ Vision
     ___ Touch     ___ Taste / Smell
( ) Avoids Certain Materials (explain)
     ____________________________
( ) Seems Clumsy / Poor Coordination
( ) Chews on Clothing, Pencils, etc.

	
( ) Trouble Keeping Hands to Self
( ) Distracted / Trouble Focusing
( ) Unable to Sit Still / Fidgeting
( ) Seeking Sensory Input 
     ___ Noise    ___ Vision
     ___ Touch    ___ Taste / Smell

	
( ) Difficulty Following Routines
( ) Difficulty with Transitions
( ) Difficulty Following Directions
( ) Difficulty Organizing Work Area
     ___ Area on Top of Desk
     ___ Area Inside Desk
( ) Becomes Easily Frustrated



	SELF-CARE
( ) Difficulty Dressing Self 
     ___ Shoes (tying; on wrong foot)
     ___ Prepare for Recess (explain)
     ____________________________
     ____________________________

	
( ) Difficulty with Cafeteria Skills
     ___ Carry Tray  
     ___ Feeding Self 
     ___ Milk Carton     
     ___ Open Container
	
( ) Difficulty Washing / Drying Hands
( ) Difficulty with Buttons or Zippers




If the concern is related to fine motor or visual motor, please include student work samples. 

Medical Concerns (e.g. medical condition or medications): 	
	
Hearing: 	
Vision: 	

Please explain how the student’s difficult is negatively affecting educational performance in school. 	
	

	OT STAFF ONLY
	Date of Observation: ______________
	Notes & Next Steps: ___________________________

			

		

		



