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Education Feedback Summary  

 

Child’s Name ……………………………   D.O.B./CHI ………………………….. 

School …………………...………………   Local Authority ……………………. 

 

Date of Initial assessment by Qualified Teacher of Visual Impairment (QTVI) 

…………………... 

 

Name of QTVI................................................................................................... 

   

Expected Transition dates (please supply academic year) 

    Preschool year.................. 

    P7 year............................... 

    S4 year............................... 

 

Name of person completing …………………………..    Date ………………… 

 

Base ………………………………....………………………………………………. 

 

Telephone......................................................................................................... 

 

Please complete and return this form to ....................................................... 


