	Low Incidence Guidelines


	Butte County SELPA



BUTTE COUNTY SPECIAL EDUCATION LOCAL PLAN AREA

LOW INCIDENCE SERVICES REQUEST FORM

This form must be received by the Butte County SELPA office during the month of May, but no later than May 30th.
Date: ________________

Student Name:





Date of Birth:
School of Attendance:
District of Service:




Person Requesting Reimbursement:


Title:



Phone:

Student’s Disability:
  FORMCHECKBOX 
 Hearing Impaired
 FORMCHECKBOX 
 Visually Impaired
 FORMCHECKBOX 
 Orthopedically Impaired

Specialized Service Provided:
 FORMCHECKBOX 
 Interpreter
 FORMCHECKBOX 
 Note Taker
 FORMCHECKBOX 
 Reader
 FORMCHECKBOX 
 Transcriber

 FORMCHECKBOX 
 Other (describe): 



How many hours of assistance were provided per day? _____________ Hours

(*Note:  Current IEP verifying disability and service must be attached.)

Does the person providing the service provide service to any other students or is she/he assigned to any other responsibilities?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what amount of time is allocated to the above named student? ________ per Day/Week

Does the cost of this person exceed special education funding?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Please indicate the amount of low incidence funding being requested:  $ 


(*Note:  Attach documentation from your business office verifying the total amount of income paid to this person during the current fiscal year.)

[image: image1]
I certify that the funds requested herein will be used to supplement, not supplant, the student’s existing program.

____________________________________
________________________________

Administrator (Print Name and Title)



Administrator’s Signature

Low Incidence Committee Action

Date

   Approved

   Disapproved

   Returned for Further Detail 


SELPA Director’s Signature:
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