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Psychological Update Report  
 
 
Students Name: ______________________________________ 
 
Date of Birth: _________________________________ 
 
SSN (if available): _________________________________ 
 
Date of Last Three-Year Evaluation: ___________________________ 
 
Today’s Date: ___________________________ 
 
The following serves as a means to substantiate that the above named student’s specific disabilities have 
not changed within the past three years.  In light of this assessment, it is recommended that special 
education services and support should still be maintained. 
 
 
This student qualifies for services based on the following assessment /observations: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
       
Psychologist/Qualified Assessment Individual’s Name and Title: ________________________________ 
 
Signature: ________________________________  Phone Number:_________________________ 
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