Monthly Special Services Attendance 
Child’s Name_______________________________________ Classroom________________________
One Child Per Sheet Per Month Per Service
	Date-and 

Time In / Time Out

     (Actual time spent with child)
	Type of 

Service
(Speech, OT, PT, Resource, etc.)
	Provider
(Name of therapist)
	    + if Child is Present

· if Child or Therapist is       

     Absent           (give reason)

	1.                 /
	
	
	

	2.                 /
	
	
	

	3.                 /
	
	
	

	4.                 /
	
	
	

	5.                 /
	
	
	


Suggestions from therapist to assist teachers working with child:

Week 1: ____________________________________________________________________________________________________

Week 2: ____________________________________________________________________________________________________

Week 3: ____________________________________________________________________________________________________

Week 4: ____________________________________________________________________________________________________

Week 5: ____________________________________________________________________________________________________

*Teachers keep a copy and send the original to LSM at the end of every month.              LSMs will forward to MD/H by the first Friday of the month.
7/27/15 sjz 

