
THERAPIST REPLY FORM 
 

Please complete the following information and return to C.H,T.Services, Inc. along with 
your signed agreement: 

Name:____________________________________________

Discipline:________________________________________

Borough(s):_______________________________________

Bilingual Extension (CPSE) _______________________

Number of years of El experience _________________

Check if Applicable 

Language:_________________________ Bilingual Evaluator:__________________

Evaluator:_________________________ BCBA:_____________________________

ABA Supervisor:____________________ Feeding Specialist Services:__________ 

ABA:______________________________ Floor Time Training:__________________ 

ASL:______________________________ Prompt Trained:_____________________ 

Behavior Specialist:_________________ Sensory:___________________________

            C.H.T.Services,Inc. 
                            2901 Campus Road, Brooklyn, NY 11210 

                          Phone: (718)874-6226 Ext. 101.   Fax: (718)874-0041 
                       www: chtservices.com 


