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Attachment

Authorization Form A
(Revised 2/04)

DOE Speech Provider:

Contract Agency

Tndependent Provider

1 authorize that Speech Therapy be provided for

First Name
Last Name

Date of Birth
School

in accordance with the frequency and duration as indicated on the
Individualized Education Program (IEP).

Date NYS Licensed Speech Pathologist
NYS License #
Speech Authorization Signature
Entered
_1_BY
osis
CSE Case #
Evaluator  Exam Type Evaluator/Employee ID# Language
Data

24

A COPY MUST BE DATA ENTERED AND FILED.




