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2310 65th Street, Brooklyn, NY 11204   Phone (718) 234-7848 Fax: (718) 234-1703


 Turning 5 Progress Report

Student’s Last Name: 



 
Student’s First Name: 
Date of Report:




Date of Birth: 
NYC ID #:





IEP Dates:
From:

To:

Discipline:





Service Provider’s Name:
Weekly Frequency:
Duration:       min
Ratio: 1:1
Language of Service:

INTRODUCTION/PRESENT LEVEL OF FUNCTIONING:

THERAPY GOALS (Annual and Short term objectives):

List long term and short term goals as per IEP page 6 from the CURRENT YEAR’S IEP.

PROGRESS (in meeting short term goals, methods and criteria):

Discuss the child’s progress towards the goals listed above. Please be specific. 

SUMMARY AND RECOMMENDATIONS:
Please recommend increase/decrease in duration and/or frequency. 

Specify if additional evaluations are needed and state specific reason why.
Recommend summer services if needed and state specific reason why – refer to 12 month rationale report.

If you are recommending to terminate therapy please specify when, (i.e, the services will be terminated at the end of the current school year).
__________________________________



______________

Therapist Name






Title

__________________________________



_______________

Therapist signature






Date

