CP8

Disability Worksheet
Child’s Name: 




     Site: 




Classroom:      □AM 1   □AM 2    □PM 1    □PM 2    □HB   
An area of concern has been identified:  Yes    No           Date: (mm/dd/yyyy) 


After receiving disability determination, finish completing the ORIGINAL CP2a, section 2.
Status:
□ Diagnosed ______/______/______



□ Diagnosed Prior to Program Year ______/______/_____



□ Evaluated-No Disability Found______/______/_____


□ No longer suspected ______/______/_____
□ Referred for Evaluation ______/______/______


□ Referred – No Parent Action 
______/______/_____




If Referred for Evaluation, referred to whom 
               

     
Statement of Eligibility for Special Education / Check Categorical Diagnosis(s) that apply: 

	
	Autism 
	
	Orthopedic Impairment

	
	
	
	

	
	Deaf Blindness
	
	Specific Learning Disorder

	
	
	
	

	  
	Emotional Disturbance
	
	Health Impairment

	
	
	
	

	
	Hearing Impairment including deafness
	
	Communication Disorder 

	· 
	
	
	

	      
	Intellectual Disability
	
	Traumatic Brain Injury

	
	
	
	

	
	Developmental Delay
	
	Visual Impairment including Blindness


List the primary disability first and the secondary disability next when two boxes are checked 

___________________________________________________________________________________________
Condition resolved (no longer eligible): 

Date resolved: (mm/dd/yyyy) _________________

Was the IFSP Eligibility Determined and/or signed by LEA or Part C Agency (school district or ESD):   

Yes    

No
Date of most recent IFSP: 
      

  
Valid Thru: 





Special Education or Related Services Received: 

YES
or
NO                   
Updated: 07/16

