
2016-2017 OT-PT Tracking Form 

 

8/25/2016 

Therapist OT/PT Date Check one Student Name DOB Gender Grade 

   ___New Student  

___Update           

   

___M  ___F 

___EI 

___ K   ____ Grade 

District Attend Building District of Parent District of Student 

 

 

   

Start Service # Day Entered Delivery Discharge Date # Day Withdrew 

 

 

 ___ Direct 

___ Consult 

  

Changing From Date From Day Number Changing To Date To Day Number 

___Direct 

___ Consult 

  ___Direct 

___ Consult 

  

Reason for Discharge: check one Program Location Group or 

Individual  

 

__ No longer need sped      __ Grad with HS Diploma 

__ Received GED               __ Reached maximum age (21)  

__ Deceased                        __ Moved, Known to be continuing 

__ Dropped Out                  __ Change of Service   __ ER  __ DC TX 

__ Transferred to another therapist________________ 

__ Other:  list reason: _________________________________                                 

 

___Sp. Ed.   

 

___ EI 

 

___Chapter 15 

__ District  

 

___ IU   

 

 ___Home 

 

__ APS 

 

____  Individual 

___ Group &    

Individual 

___ Group 

 

____ # in Group 

 

Minutes per Session Direct # Sessions Direct  Minutes per Session Consult # Session Consult 

 

_____ Minutes per session 

 

_____ Units per session 

 

____Session per week  

____ Session per month  

____Session per year 

 

_____ Minutes per session 

 

_____  Units per session  

 

____Session per week  

____ Session per month  

____ Session per year  

Therapist Signature:  Date: 

Notes: 
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