
Therapeut ic Recreat ion Par t icipant  Evaluat ion Form
This form should be completed by the inclusion aide assigned to support the participant within a program . 

St af f :

Par t icipant :

Program :

Goals:

Active Listening 

Spatial Awareness / 
Body Control

Following Directions

Social Interactions

Fine / Gross Motor Skills

Impulsivity

Aggressive BehaviorsBolting

Engagement / Participation

Communication

Flexibile Thinking

Coping Skills

Other:

Program  Scope: Social Sports Movement Art STEM/STEAM

Other: 

Int ervent ions & Inclusion Tools
Please list the interventions and inclusion tools utilized to support the participant in the program and identify if the 

intervention/tool was effective for the participant.   

Int ervent ion /  Inclusion Tool Was it  Ef fect ive?

Behavior  Managem ent  Concerns:

Type of Support:              1:1                     Group Were you able to Aide and Fade:         Y               N

Fitness



Descr ibe t he par t icipant 's engagem ent  in t he program : 

Any addit ional inform at ion /  reccom endat ions:

St af f  Signat ure: 

Dat e:

6.1.22
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