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CPSE Rationale for Additional Services
Child’s Name: _____________________________ NYC ID#: _______________________ Date of Birth ___/___/___    

Approved Service: __________________ Frequency ______ Duration ______ Group size ___ District: _____
Language __________________ Name of Agency: Achieve Beyond 
         Date Service Commenced ___/___/___

Provider’s Name: _____________________________________ Date of Report ___/___/___

1. Description of Child: 


2. Description of Services:



3. Description of Deficits: 


4. Recommendations and Supported Evidence:
*Parents were informed of the child’s Progress to Date and Parental Right’s to obtain their Child’s Records: Parents’ understanding was assured.
___________________________________________

_______________
____________

Provider’s Signature 





Title


Date
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% ACHIEVE BEYOND

Pediatric Therapy & Autism Services



Office use only:

___________________________________________________

_________________
_____________

Supervisor’s Signature 






Title


Date
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