
CPSE CASE HISTORY FORM 

General Information

Child's Name:. ______________ Date of Birth: _______ _ 

Address: ________________ City: ________ Zip: __ _ 

Does the child live with both parents? ____________________ _ 

Parent/Guardian Name: Relation to Child: ______ _ 

----------

Home Phone #: __________ Cell Phone#: ___________ _ 

Parent/Guardian Name: ______________ Relation to Child: ____ _ 

Home Phone #:. __________ Cell Phone#: ___________ _ 

Describe the child's speech-language problem: ________________ _ 

Are there any other speech, language or hearing problems in your family? If yes, please describe: 

235 Blue Point Avenue, Blue Point; NY 11715 631-363-5794 
66 Austin Blvd., Cammack, NY 11725 631-363-5794 

1 Craig B. Gariepy Avenue, Islip Terrace, NY 11752 631-650-6545 

12 Platinum Court, Medford, NY 11763 631-868-3577 
732 Smithtown Bypass, Suite 303, Smithtown, NY 11787 631-319-3350 



Prenatal and Birth History 

Mother's general health during pregnancy (illness, accidents, medications, etc): 

Length of pregnancy: -----------�Length oflabor:. __ _ 

General condition: Birth Weight:�---

Type of delivery:  Head First Feet First Breech Caesarian 

Were there any unusual condition that may have affected the pregnancy or birth? 





Developmental History 

Provide the approximate age in which the child began to do the following activities: 

Crawl Sit Stand �---- ----- -------

Walk Feed Self Dress Self -------- ·------ --------

Use Toilet 
--------

Babble (e.g bababa, dadada) _______________ _

· Use Single Words (e.g. no, mom, doggie etc.), ______________ _

Combine words (e.g. me go, daddy shoe, etc.), ______________ _

Name single objects (e.g. Where's doggie? Etc.) _____________ _

Engage in conversation: ______________________ _

ls there current or previous use of a pacifier or finger sucking? If yes, until what 
age? _______________________________ _ 

Describe the child's feeding skills (e.g. chooses a variety of foods, textures, temperatures, 
difficulty swallowing, etc). 

What does the child currently drink from? (e.g. bottle, sippy cup, straw, open cup, etc.?) 

Does the child have difficulty walking, running or participating in other activities, which require 
small or large muscle coordination? 

Describe the child's response to sound ( e.g responds to loud sounds only, inconsistently responds 

to sound, etc.)? ____________________________ _ 



Educational History 

How is the child doing academically ( or pre academically?) 

Has the child previously received special services? If yes, describe. 

If emo lied in special education services, has an Individualized Education Plan (IEP) been 
developed? If yes, describe the goals. 

Provide any additional information that might be helpful in the evaluation or remediation of the 
child's difficulties. 

Person completing form: _________________________ _

Relationship to child: _________________________ _ 

Signed:. ___________ _ Date:. _____________ _



RELEASE OF MEDICAL INFORMATION 

I,, ___________ the parent of. __________________ _ 
give my permission to Little Angels Center, to obtain medical and other related information 
regarding my child through direct communication and/or chart review form sources such as 
physicians, healthcare providers, service coordinators, educators, my school district, etc. This 
information is to be kept confidential. 

Parent's/Guardian's Signature Date 

Early Intervention transitions ONLY: 

EIOD: 

Name: ________________ Phone Number: ___________ _ 

On-Going Service Coordinator: 

Name: Phone Number: 
--------------- --------------

Agency: ______________________ _ 

235 Blue Point Avenue, Blue Point, NY 11715 631-363-5794 

66 Austin Blvd., Commack, NY ·11725 631-363-5794 

1 Craig B. Gariepy Avenue, Islip Terrace, NY 11752 631-650-6545 

12 Platinum Court, Medford, NY 11763 631-868-3577 

732 Smithtown Bypass, Suite 303, Smithtown, NY 11787 53·1-319-3350 



Suffolk County Department of Health 
Office of Children with Special Needs 

Preschool Special Education Program 

Medicaid Consent Form 

Dear Parent/Guardian of: Child's SS# / CIN# 
-------------- ----------

This is to ask your permission (consent) to bill your or your child's Medicaid Insurance Program for special 
education and related services that a,re on your child's Individualized Education Program ("IEP ''.). T7lis 
consent allows the School District/Suffolk County to bill for covered health-related services and to release 
information to the School District's Medicaid billing agent.for that purpose. 

I have received with this Medicaid Consent Form separate written notification from the School District or IEP 
service provider that explains in detail my federal rights regarding the use of public benefits or insurance to 
pay for certain special education and related services. 

I understand and agree that the School District/Suffolk County may access Medicaid to pay for special 
education and related services provided to my child. 

I understand that providing consent will not impact my or my child's Medicaid coverage. Upon request, I may 
review copies of records disclosed pursuant to this authorization. Services listed in my child's IEP must be 
provided at no cost to me whether or not I give consent to bill Medicaid. I have the right to withdraw consent 
at any time and the School District must give me annual written notification of my rights regarding this 
consent. 

I also give my consent for the School District or Suffolk County or IEP service provider to release the 
following records and information about my child to the State's Medicaid Agency for the purpose of billing for 
special education and related services that are in my child's IEP: 

-- Records and service information that likely will be shared --

Prescriptions Service Provider Attendance 

Referrals "Under the Direction of' Certification 

Treatment Logs "Under the Supervision of' Certification 

Individualized Education Program - IEP "Under the Direction of' Logs 

Calendar and Attendance Records "Under the Supervision of' Logs 

Bus Logs Other unnamed documents needed to support Medicaid claims 

I give my consent voluntarily and understand that I may withdraw my consent at any time. I also understand 
that my child's right to receive special education and related services is in no way dependent on my granting 
consent and that, regardless ofmy decision to provide this consent, all the required services in my child's IEP 
will be provided to my child at no cost to me. 

Print Parent/Guardian Name: 

Parent/Guardian Signature: 

April 2017 

------------------

Date: 
------------------ -----------



PEDlATRlC & 

Parental Consent for Initial 441 O Pre-school Fvaluation 

Child's Name: D.0.8. ______ _--------------

Parent/Guardian's Name: __________________ _ 
Address:--------------�------

Home # _______ VVork ff ______ Cell # ____ _ 
Reason for ieferral: ----------------------------

Your childr -------------'' ha.s been referred to LITTLE ANGELS for an evaluation 
of his/her educational needs. Tne Committee on Preschool Special Education (CPSE) is a 
team of educoi.o;-s =1nd other chHd speciaHS-tS v\fho V\tiH make its recommendations for /our 
child based on a comprehensive evaluation. 

This evaluation wifl. indude \ntellectual and personality assessments done by a school 
psya7ologlst.1 2.il educational assessment, obsenrationsr ·a social hlstory 1 tr1e most recent 
physical examination as required by i;Jew York Si.e1te Education Law and medical information 
on file. 

These assessments will piDvide a t'.orough picture of your d1ild's skills and abilities. 
Fol!ovvlng the corr\pletion of the assessments, the CPSE vvm invtte you to a meeting so t�at 
you may participate in the evaluation process. In order for the CPSE to begin ii.:, eva!uation; 
your consent is neer_ssary. 

Your_ signature indicates that you grant consent for LITTLE ANGELS to conduct tlie 
evaiuat1on pursuant to Section 4410 of the Education Law and permission for t'.ese. 
assessments to be forwarded to each member of the CPSE team. 

Signature of Parent/ Guardian Date 
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