Fairfield Public Schools

Department of Special Education and Pupil Services

Section 504 Eligibility Determination Form

District Section 504 Coordinator:  Andrea Leonardi  
Phone:  (203) 255-8379

Student Information

Name:       
Date:

Address:        
Date of Birth:      
Home Phone:      
Work Phone:      
School:
Teacher:      


Grade:   


Person(s) making referral:      






Purpose of Meeting

 FORMCHECKBOX 
 Initial Evaluation

 FORMCHECKBOX 
 Periodic Reevaluation

 FORMCHECKBOX 
 Reevaluation before significant change in placement


Eligibility Criteria and Determination

1. Does the student have a physical or mental impairment?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Team must attach all supporting documentation.  A simple statement without supporting evaluative data is NOT sufficient to meet this standard.

Source of Information:      
Doctor:  Name:       
Phone:      
Parent has given signed permission to release the medical record pertinent to the diagnosis of the physical or mental impairment?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No (Please attach)

Standardized Assessment:      
Dated:
     
Assessment may include, but is not limited to the following; CMT, CAPT, ITBS, COGAT, behavioral checklists, any other individually administered, or group administered testing.

Record Review: Person responsible:      
Date:      


Parent Interviewed by:      
Date:      


Other: (Please specify)

2. Does this impairment substantially limit a major life activity?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

In order to meet this standard the student must be unable to perform a major life activity that the average person of the same age in the general population (national norms, not local norms) can perform.  Alternatively, the student must be significantly restricted as to the condition, manner, or duration under which an individual can perform a particular major life activity as compared to the condition, manner, or duration under which the average person of the same age in the general population (national norms, not local norms) can perform the same major life activity.  

Sources of Evidence (Please specify AND attach):      
3. What major life activity is substantially limited?  Please provide sources of information and attach evidence.

	Major Life Activity
	Source(s) of Information

Describe and attach
	Severity
	Duration
	Substantial Limitation?

Yes?    No?

	Caring of Oneself
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Performing Manual Tasks
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Walking
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Seeing
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Hearing
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Speaking
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Breathing
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Learning
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Working
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Other
	     
	Mild        Severe

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5 
	 FORMCHECKBOX 
Short        FORMCHECKBOX 
Long

 FORMCHECKBOX 
1 FORMCHECKBOX 
2 FORMCHECKBOX 
3 FORMCHECKBOX 
4 FORMCHECKBOX 
5
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


*Note:  If Learning is the major life activity, which is substantially limited, it should be looked at globally.  Problems must be pervasive and have been present for a substantial period 

4. Student meets Section 504 Eligibility Criteria?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

The team must respond YES to all questions and attach all required evidence in order to respond YES to question #4   

Committee Membership

Name:      
Role:      
Name:      
Role:      
Name:      
Role:      
Name:      
Role:      
Name:      
Role:      
Name:      
Role:      
Name:      
Role:      
Action Taken

        Date




Action

     



 FORMCHECKBOX 
 Parent/Guardian provided written notice of rights

     



 FORMCHECKBOX 
 Notice of 504 evaluation and committee meeting

     



 FORMCHECKBOX 
 Accommodation Plan developed (please attach)

     



 FORMCHECKBOX 
 Student found NOT eligible under section 504

     
 FORMCHECKBOX 
 Student referred to the Planning and Placement Team (PPT)

Projected Review/reevaluation Date:      
7/17/01Document1

Fairfield Public Schools

Department of Special Education and Pupil Services

Section 504 Procedural Safeguards

Section 504 of the Rehabilitation Act provides services for students identified as having a disability as defined by the act, which substantially limits a major life activity.  Under section 504, you have the following rights:

· The right to be informed of your rights under Section 504 of the Rehabilitation Act.

· The right for your child to have equal opportunities to participate in academic, nonacademic and extracurricular activities in your school.

· The right to be notified about referral, evaluation and programs for your child.

· The right for your child to be evaluated fairly.

· The right, if eligible for services under Section 504, for your child to receive accommodations, modifications, and related services that will meet the child’s needs as well as the need of students without disabilities are et.

· The right for your child to be educated with peers who do not have disabilities as much as possible.

· The right to an impartial hearing if you disagree with the school regarding your child’s educational program.

· The right to review and obtain copies of your child's records

· The right to request attorney fees related to securing your rights under Section 504.

· The right to request changes in the educational program of your child.

Should you feel that your rights have been violated, or you disagree with the findings of the school-based 504 Committee, please contact the Fairfield Public Schools Section 504 Coordinator, Ms. Andrea Leonardi, at (203) 255-8379.

Fairfield Public Schools

Department of Special Education and Pupil Services

Section 504 Accommodation Plan

Student Information

Name:      




Date:      
Address:      



Date of Birth:      
Home Phone:      



Work Phone:      
School:  FORMDROPDOWN 





Teacher:      
Grade:   
Person(s) making referral:      
General Information:  Please include strengths and weaknesses relevant to developing an accommodation plan:      
	Specific Accommodations
	Where Necessary
	Person(s) Responsible for Implementation

	                                                  
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Date reviewed with person(s) responsible for implementation:      
Notes:      
