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“UNDER THE DIRECTION OF” LOG


Child Name _____________________________________________ 		School Year _____________________

Service _______________________________________  	Service Mandate ______________________________

Service Provider _________________________________________ Certification/License #_______________________

Supervising Clinician ______________________________________ License #__________________________________


	
Activity
	
Meeting Date
	Meeting Type
(Individual, Group, Phone, Etc.)
	Services/Evaluation
Recommended
	
UDO Signature

	IEP REVIEW
	
	
	
	

	Initial Observation
Face-to-Face w/ Child
	
	
	
	

	FIRST QTR REVIEW
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	



	2nd Observation
Face-to-Face w/ Child
	
	
	
	

	SECOND QTR REVIEW
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	



	3rd Observation
Face-to-Face w/ Child
	
	
	
	

	THIRD QTR REVIEW
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	



	4th Observation
Face-to-Face w/ Child
	
	
	
	

	FOURTH QTR REVIEW
	
	
	
	

	Meeting
	
	
	
	

	Meeting
	
	
	
	

	Meeting
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Name of Child:  _________________________________________________________


ESY Session
	Date:     
	☐Observation         ☐Review Meeting

	Notes:









10-Month Session – Quarter 1
	Date:     
	☐Observation         ☐Review Meeting

	Notes:









10-Month Session – Quarter 2
	Date:     
	☐Observation         ☐Review Meeting

	Notes:









10-Month Session – Quarter 3
	Date:     
	☐Observation         ☐Review Meeting

	Notes:











[bookmark: _GoBack]10-Month Session – Quarter 4
	Date:     
	☐Observation         ☐Review Meeting

	Notes:
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