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REQUEST FOR EARLY INTERVENTION TARGETED OR INTENSIVE TECHNICAL ASSISTANCE

If you would like to receive free technical assistance for a child who is DeafBlind (has both a vision and 
hearing loss) and is on the Project Reach census, please complete and return this form to Project Reach.  
Once this information is received, you will be contacted to find out the best time to schedule a meeting with the 
family and referring service provider to determine the type of technical assistance you need and the focus of
the technical assistance.
Targeted technical assistance 
These services require some degree of commitment for both Project Reach and the participants. Examples of activities include; taking a distance training, watching a training video or webinar online, attending a conference or workshop, or reading an article or fact sheet.   
Intensive technical assistance
Child-focused intensive technical assistance is available for teams whose child is already eligible for services. It requires that Project Reach and a service provider on the team commit to an ongoing relationship with several activities over a span of several months. Activities will include an initial onsite consultation, submission of videos showing the service provider and child engaged in skills identified for improvement, and web meetings.  Project Reach staff will be providing support in skills change through coaching and fidelity checks.  Intensive technical assistance should lead to changes and progress in targeted skills for the child. This form of technical assistance is a very individualized and collaborative service, emphasizing the use of evidence-based practices in DeafBlindness, early intervention, and EI provided disciplines.
Service provider making request for technical assistance:
Your name:  ____________________________________________        Date:  __________

Address:  __________________________________________________________________



Street



City


Zip


_______________________________________________________________________

Phone (cell?)   




Email
Background Information: Please check your role in making this request:    

(  DT                (  DTH             (  DTO&M             (  DTV       
   ( OT              

( PT                 (  SC                ( SLP                    ( SW               ( Other _________

Please tell us the name of the child and the contact information for the family and CFC.
Child’s Name: _________________________  Date of Birth:  _________________________
Parent’s Name:______________________________________________________________
Address:  __________________________________________________________________
City:  __________________________________ State: ____ Zip: ______________________
Phone:  ___________________________(cell?)  Parent Email: _______________________

CFC#:  ___________________Service Coordinator:  ________________________________
Address:  __________________________________________________________________
City:  __________________________________  State:  _____ Zip: ____________________

Phone:  ___________________________(cell?)   Email:  ____________________________
Technical assistance topic requests:  Please choose up to 3 for the EI professional and three for the child. 
SERVICE PROVIDER TOPICS
❑ DeafBlindness (vision/hearing/dual sensory) 

❑ Prelinguistic Communication Skills 
❑ Emergent Communicator Skills 

❑ Proficient Communicator Skills 

❑ Access to the Home and Community
❑ Concept Development
❑ Meaningful Social Connections

❑ Components of IFSP/IEP 

❑ Instructional Strategies 

❑ Assessment Strategies

❑ Assistive Technology 

❑ Emergent Literacy
❑ Expanded Core (ADL, Recreation/Leisure, Daily Living Skills, Social Skills, Community, O&M skills)

❑ Behavior 
❑ Transition Planning - Early Intervention to Early Childhood

        
❑ Other ________________________________

CHILD TOPICS
❑ Access to the Home and Community

❑ Engagement in Activities

❑ Receptive Communication

❑ Expressive Communication

❑ Concept Development

❑ Peer Relationships

❑ Emergent Literacy
❑ Using Assistive Technology

❑ Expanded Core ____________________

❑ Behavior  ____________________________
❑ Successful Early Childhood Transition

        ❑ Other ________________________________

How did you find out about Project Reach services?
NOTE:  A parent signature confirming permission is required before Project Reach can visit a student.   
I hereby give permission to Project Reach: Illinois DeafBlind Service to provide the requested services to the named child on this referral.  I acknowledge and understand that I may revoke this consent at any time, by submitting to Project Reach: Illinois DeafBlind Services a written, signed and dated notice stating that the consent is revoked.  

DATE:  _______________Signature of parent/legal guardian_________________________________ 


Project Reach Office Use Only

A DeafBlind Specialist will be calling the person making the referral to follow up on this request.
Please return this form to:


Philip J. Rock Center & School


818 DuPage Blvd., Glen Ellyn, IL 60137


(630)790-2474/(800)771-1158


TTY: (800)771-1232/FAX: (630)790-4893


Email:  mclyne@philiprockcenter.org
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