Blue Ridge Autism and Achievement Center

312 Whitwell  Drive





150 11th Street
Roanoke, VA 24019





Buena Vista, VA 24416
Phone: 540.366.7399  Fax:  540.366.5523



Phone:540.261.1289 Fax 540.261.1434

PLEASE PRINT CLEARLY
Request for Observation/Consultation by Public School or Private Organization

___________________________________

_________________

_____________

Person Making Request or Contact Person

Phone



Fax

___________________________________

_________________



Signature of Authorizing Agency



Date

Name of Public School/Organization _______________________________________________________

Address ______________________________________________________________________________



Number

Street


City

State

Zip

Request for the following:

____ Consultation/Observation

____
Supervision of


____ ABLLS Testing


And Written Report on Child

Child’s Program

____ Other
Please Explain ____________________________________________________________

SERVICES ARE REQUESTED FOR:

Child’s Name ____________________________

Birthdate:_______________   Gender :M  F  

Parent(s)/Guardian(s) Name ____________________________________  Day Phone# ______________

Address ______________________________________________________________________________



Number
Street



City

State
Zip

Email address __________________________________

Cell Phone #______________________

	For Office Use Only

________________________      ________________     _______________

                                                            Date Permission form                      Date report Mailed              Date Invoices   

                                                                            Mailed

Permission to Observe Obtained From Parents  ___ yes  ___no        Date Received ________

_____Consultation/Observation                                           Date(s) ___________________   Location___________________

             And Written Report on Child
_____ Supervision of Child’s Program                                  Date(s) __________________     Location ___________________

_____ ABLLS Testing                                                                Date(s)___________________    Location ___________________

_____ Other                      Please explain ___________________________________________________________________

______________________________________                       __________________________

Signature of BRAAC Consultant/Observer                                   Date                      


Blue Ridge Autism and Achievement Center

312 Whitwell Drive







150 11th Street

Roanoke, VA 24019







Buena Vista, VA 24416

Phone: 540-366-7399







Phone: 540-261-1289

Fax: 540-366-5523







Fax:540-261-1434

PARENTAL PERMISSION FOR CONSULTATION/OBSERVATION AND/OR OTHER RELATED SERVICES AND TO EXCHANGE INFORMATION

Child's Name ____________________________   Birthdate ______________  Gender: M     F             

	PARENTAL PERMISSION FOR CONSULTATION/OBSERVATION AND/OR OTHER RELATED SERVICES

I _____ give permission   ______ do not give permission for the Blue Ridge Autism and Achievement Center to consult/observe; complete educational testing, and/or related services for educational purposes for the above name child.

I _____ give permission   ______ do not give permission for the Blue Ridge Autism and Achievement Center to physically interact by using full and/or partial prompting with the above named child during a consultation/observation; educational testing, and/or other related services for educational purposes.

______________________________________         _____________________________     ______________

Parent/Guardian Signature                                          Printed Name of Parent/Guardian          Date




	PARENTAL PERMISSION TO EXCHANGE INFORMATION

I _____ give permission _____do not give permission for the Blue Ridge Autism and Achievement Center to exchange information with the following public school/agency or organization for educational purposes.

_____________________________________________         ________________     _________________ Name of Public School/Agency or Organization                      Day Phone Number     Fax Number

Address _________________________________________________________________________________________

Number        Street                                                                 City                                       State             Zip

________________________________________     _________________________________    ____________

Parent/Guardian Signature                                          Printed Name of Parent/Guardian                 Date




