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Collinsville Community Unit School District No. 10

Special Education Department

240 Regency Centre(Collinsville, Illinois 62234

Phone:  618-343-2878(Fax:  618-343-2772

Date

(Parent Name)

(Parent Address)

(City, State and Zip)

Re:  (Student name and DOB)

Dear (Parent name),

I am concerned about (student name)’s speech and/or language development at this time for the following reason(s):

Therefore, I am recommending a speech and language screening to determine if 

your child is eligible for speech/language services.


In order for the Speech/Language Pathologist to do the screening, your permission

is required.  Please check your desire, sign, date and return the entire letter to me.







Sincerely,







____________________________________







(Classroom teacher)


I give my consent to have the Speech/Language Pathologist to screen my child.


I do not give my consent to have the Speech Language Pathologist to screen my child.

_________________________________
_____________________________
_________

Student




Parent Signature


Date

