FORM 4
Orange County Health Department
Preschool Program, Intervention Services Division
124 Main Street, Goshen, NY  10924-2199
845-360-6630 phone    845-291-2418 fax

NOTICE OF NON-DELIVERY OF PRESCHOOL SERVICES

The Preschool Provider Services Manual requires providers to notify the Orange County Health Department and CPSE Chair in writing whenever a child does not receive SEIT, Center-Based Classroom and/or Related Services, for five days within a month (Consecutive or NON-Consecutive), regardless of the reason. This form should be submitted within one week of the documented absence.

Name of child: ___________________________________   Date of birth:  _________________

Name of provider(s): ____________________________________________________________

Provider Agency (if applicable):___________________________________________________

Service:   Classroom (specify which classroom): _________________   or
                 Related Service (specify discipline): ___________________ or
                 SEIT (specify IEP frequency/duration): ________________  

Child’s school district: _______________________    Date CPSE Chair notified: _______________

First day of absence: ____________   Last day of absence (if known): ____________

     Date	 Child (C) or        	                    Reason for Missed Session 
                         Provider (P)

__________	    _______     	 _____________________________________________________
__________	    _______	 _____________________________________________________
__________	    _______	 _____________________________________________________
__________	    _______ 	 _____________________________________________________
__________	    _______     	 _____________________________________________________
Plan for Make-Up Sessions: _______________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Form completed by: _____________________________ Date completed: _________________

Please Mail or FAX to: CPSE Chairperson and Orange County Special Education Program Coordinator.  Cc: Parent, and Coordinator of Services, if applicable
******************************************************************************
For Office Use:  Action needed/taken: _____________________________________________________________________________
______________________________________________________________________________
Reviewed by: _______________________________ Date: _______________
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