
 

Parent Request for Early or Late Hours of Service 

  Date:________ 

Re:_________________________________             EI# _____________ 
     Child’s Name 

To Whom It May Concern: 

I, __________________________, am requesting for my child to receive: 
   Parent’s Name                                                                               

____________________   ____________________________________ 
Services             Therapist’s Name   

EI_____ services as per IFSP mandate of  ________  minutes: 

_____Before 7:00am  due to _____________________________________________________ 
                                               State reason 

_____After 9:00pm    due to _____________________________________________________ 
                                     State reason 

Sincerely,  

___________________________________                 __________________ 
Parent’s Signature                                                                        Relationship to Child 

            C.H.T.Services,Inc. 

                            2901 Campus Road, Brooklyn, NY 11210 
                          Phone: (718)874-6226 Ext. 101.   Fax: (718)874-0041 

                       www: chtservices.com 


