ASSISTIVE TECHNOLOGY ASSESSMENT SUMMARY
The School District of Lee County
Student: ______________________________ School:___________________________

Device: _________________________________________________________________

Date of System Trial Review: ______________________________________________

Is the device necessary in accomplishing goals/objectives?  Yes ____No____

Explain:________________________________________________________________

 _______________________________________________________________________
_______________________________________________________________________
What are the strengths of the device for this student?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What are the limitations of the device for this student?

_______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Team recommendations:

_______________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Team signatures:

___________________________           _____________________________
Teacher                                                    Speech and Language Pathologist
__________________________            ______________________________

Occupational Therapist                          Physical Therapist

__________________________

Other

