


Gulf Coast Education Solutions 
Specialized Setvices for Exceptional Learners! 

Describe problems observed: 

Any health concerns (physical, mental, emotional)? 

Office: (228) 357-5671 

Fax: (228)-357-5708 

15489 Dedeaux Rd. 

Gulfport, MS 39503 

www.gulfcoastedsolutions.com 

Is there any additional information you would like to share that would help us in determining the most 

appropriate services for your child? 

SCHOOL INFORMATION 

School Name/H.S program used: 

Is your child in □ Pre-school □ Public School □Homeschool □ Private School □No School

Classroom Setting: □ Regular Classroom □Self-contained Classroom □Resource room (partially 

mainstreamed) 

Other: 

Please list the main difficulties your child has in school: 
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