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% ACHIEVE BEYOND

Pediatric Therapy & Autism Services




7000 Austin St, Suite 200 ( Forest Hills, NY 11375 ( Tel 718.762.7633 ( Fax 212.679.5894 (
www.achievebeyondusa.com
Request for Additional Assessment Form 

(As Part of the Initial Evaluation Process) 
Date: _________________________

Student Name:_________________________________ DOB: ________________  C.A:__________  

NYC ID #: ________________________________    Date of Psychological Evaluation:____________
Dear District Administrator/Chairperson,

I am recommending the following additional assessments as part of the initial evaluation process based on my clinical opinion as per my evaluation.  

_______Speech language evaluation    Approximate % of Delay: ____________________
Reason for speech language evaluation request: __________________________________________________________________________________________________________________________________

_______Occupational therapy evaluation    Approximate % of Delay: ____________________
Reason for occupational therapy evaluation request: __________________________________________________________________________________________________________________________________
______Physical therapy evaluation      Approximate % of Delay: ____________________
Reason for physical therapy evaluation request: __________________________________________________________________________________________________________________________________
Name of Psychologist: ______________________________________________

Signature of Psychologist:___________________________________________

For Achieve Beyond Office Use Only:

Please also conduct the following evaluations:

________Educational Evaluation  _________Observation Home or School 

CPSE Administrator Signature:_______________________________

Approved: ___________            Not Approved: _____________
