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Patient Name: ____________________ 
Please Fax to 541-389-8760 Attn: _____________ 

DR DALE SVENDSEN * DR BRENDA HEDGES * DR CAROLINE GUTMANN * DR ERIN GARZA 
DR JENNIFER LACHMAN * DR JOHN PEOPLES * DR DANA PERRYMAN * DR MEGAN KARNOPP 

DR LOGAN CLAUSEN * DR MARY ROGERS * DR JEFFREY MEYROWITZ * DR DANA ANGELOS 
                                                                                                                      DR MARLA KOSYDAR * CARISSA HONEYCUTT PA-C * MICHAELA NALAMLIANG CPNP, PMHS 

Date: _____________ 
 
Dear Teacher: 
 
The parent of one of your students are seeking to have their child evaluated by our office for a health 
concern. As part of our evaluation process, we ask that the child’s parents and teacher complete a set of 
behavioral rating scales. This information is important for the diagnosis and treatment of your student. 
 
The following information would be very helpful in our assessment of the student: 
 
 Grades and Report Cards 
 Attendance and Tardies 
 Previous Reports 
 Discipline Records 
 Previous Interventions 
 Forms included today: NICHQ Vanderbilt Assessment Scale: Teacher Informant 
 Teacher Narrative 
 
We also request any other pertinent information, including: 
 
 Any psycho educational or speech and language evaluations 
 Any Individual Education Plan (IEP) or Section 504 plan 
 Any advisement testing; and any pertinent comments on observations you feel will be helpful. 
 
Your time and cooperation in this matter are greatly appreciated. Attached please find a Release of 
Information Form that the parents have completed and a set of teacher rating scales and questionnaires. 
 
Generally, the teacher who spends the most time with the child should complete the teacher rating scales. 
However, if the child has more than one primary teacher or a special education teacher, it would be useful 
for us to obtain a separate set of rating scales from each teacher. 
 
We ask that you complete these forms as soon as possible, as we are unable to begin a child’s evaluation 
without the teacher rating scales. 
 
Thank you for your assistance and cooperation in the completion of these forms. If you have any questions 
about the enclosed materials or if you would like additional information about services provided, please do 
not hesitate to contact us. 
 
Sincerely, 
 
Central Oregon Pediatric Associates 

2200 NE PROFESSIONAL COURT BEND, OR 97701 
541 389 6313 PHONE 541 389 8760 FA X copakids.com 

MAIN EASTSIDE BEND | WESTSIDE BEND | REDMOND | SOUTH BEND 
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   PLEASE PHOTO COPY THIS FORM IF NEEDED   
 

 

 

 

Name of School  Today’s Date  

Phone  Fax  

Name of Teacher or Person Completing Questionnaire  

Name of Class or Your Role in The Students Education  

Direct Phone   Direct Fax  

Email  

Preferred Way to Contact you 
With Any Follow Up Questions Phone Fax Email 

 

What Do You See as This Students Strengths 
 
 
 
 
 
 
 
 
 
 
 

What Do You See As This Students Struggles or Area for Improvement 
 
 
 
 
 
 
 
 
 
 

How Much to the Above Struggles Interfere With School Functioning  
 
 
 
 
 
 

 
 
 

 

Students Name  
 Date of Birth  
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How Does the Above Struggles Interfere with Students Relationships in the School Community? 
 
 
 
 
 
 
 
 

 
How Much Does the Above Struggles Interfere with Student’s Relationships in the School Community  

 
 
 
 
 
 
 
 
 

Please Describe any Extra Services the Student Received at School, Either as part of an IEP, 504 or Informally  
 
 
 
 
 
 
 
 
 

What Do You Think This Student Needs to be Successful in an Educational Environment  
 
 
 
 
 
 
 
 
 

Do You Have Any Other Concerns or Comments 
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