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Elijah Washington 2.16.23 Camille and Langston 00000023456
Child's name Child's DOB Parent name(s) ETID number

Documentation of Diagnosed Condition

| give consent for this form to be sent to my medical professional in order to obtain
documentation of my child's diagnosis and impact on development.

Corille Woshinglon 6.23.24

Parent signature Date

Dear medical professional — Under the state and federal requirements for eligibility under Part C of the Individuals with Disabilities
Education Act (IDEA), most medical diagnoses do not result in automatic eligibility for Early Intervention (El). However, a professional
licensed to diagnose and treat mental or physical conditions may determine that a diagnosed condition for the particular child is
likely to result in a developmental delay. The El team will then conduct a comprehensive assessment to determine the child’s
program needs. In order for El eligibility to be determined using this form, all fields must be completed.

Please state the child’s specific diagnosis in the box.
Do not include “global delay,” "developmental delay,”
or developmental concerns, such as “speech concerns.”

Chronic otitis media H66.90

B | suspect that this child’s medical condition is likely to result in a developmental delay in at least one of the following
developmental areas (check all that apply)

@ Communication O Social/emotional Comments (optional)
Elijah is not babbling or attempting
O Motor OAdaptive/self—care/independence to repeat sounds. History of
recurrent bilateral ear infections.
O Vision O Cognitive/problem solving
O Hearing O Other (specify)

| do not have a reason to believe that this child’'s medical condition is likely to result in a developmental delay. However,
| understand that the parent and child still have the right to a developmental evaluation to determine eligibility.

Professional Licensed to Diagnose and Treat Mental or Physical Conditions

Sylvia Patel M.D., FAAP 740.222.8889

Name License type Phone
spatel@urbanped.com

Sytvia Fatel 7.1.24

Signature Email Date

Please return this form to the child’s Early Intervention Service Coordinator

Bethany Davis 740.237.0000 davisb@southeastchdd.org

El Service Coordinator name Fax number Email
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