NASSAU COUNTY DEPARTMENT OF HEALTH EARLY INTERVENTION PROGRAM

IFSP AMENDMENT

ATD REQUEST/JUSTIFICATION

Complete and attach this justification to the signed ATD Request form generated by the Department of Health Service Coordinator.

Child’s Name:







Child’s DOB:

/
/

Insurance coverage (Medicaid, private, CHP):













Name of DOH Service Coordinator:







Request Date:

/
/

Request submitted by:







Discipline:




1. Child’s medical diagnosis:

2. What equipment is presently in the home?

3 Please explain how family has previewed equipment (except for orthotics).  Include your attempts at borrowing the equipment from

      the TRAID Center (378-5089) or vendor and/or adapting present toys, furniture, e.g., highchair.
4. How long do you anticipate child will use equipment?

5. Reason(s) for request:  Justification summary must include purpose of equipment and how the ATD will enable child to achieve IFSP outcomes:

Signature of Therapist:








Date:

/
/

Signature of Parent:








Date:

/
/

Signature of EIOD:








Date:

/
/

EI 5129  06/04                Distribution:    White - DOH EIP

Yellow – Provider

Pink – Parent

Gold – ATD Committee
