      School
STUDENT SUPPORT TEAM
MEETING SUMMARY

Student:                                    DOB:                       Age:            Grade:      
Teacher:                                                                                   Date:       
PURPOSE OF THE MEETING:       
DISCUSSION SUMMARY:
     
     
     
RECOMMENDATIONS:
 FORMCHECKBOX 
  Parental Contact



 FORMCHECKBOX 
  Referral to Mental Health Services
 FORMCHECKBOX 
  Behavior Observation


 FORMCHECKBOX 
  Audiological Services
 FORMCHECKBOX 
  Behavior Management Plan

 FORMCHECKBOX 
  Vision Evaluation
 FORMCHECKBOX 
  Student Conference


 FORMCHECKBOX 
  Grade Acceleration

 FORMCHECKBOX 
  LSS Reading Services


 FORMCHECKBOX 
  Refer to Military Agency

 FORMCHECKBOX 
  Learning Style Observation

 FORMCHECKBOX 
  Referral to school counselor

 FORMCHECKBOX 
  Accommodation Plan


 FORMCHECKBOX 
  Other- List below

1.       
2.       
3.       
4.       
Follow up meeting: Date:             Time:       
Case Manager Assigned:       
Team Members Present:

Name/Title




Name/Title

___________________________________

_____________________________________

___________________________________

_____________________________________
___________________________________

______________________________________
___________________________________                 ______________________________________
SST Meeting Summary

