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Department of Education 
K-12 Education 

Bureau of Instructional Support and Community Services 

Review Form 

Thank you for agreeing to be a reviewer of this Cochlear Implant document.  After 
reviewing the draft material, please respond to the following items: 

Reviewer’s Name/School District: __________________________________________ 

1. Are the issues in this TAP adequately addressed?  ____ Yes _____No 

2. If no, what other information needs to be included? 

3. Other comments? 

Please return this form and your marked copy of the draft material by March  1, 2004 to: 

Dawn Saunders

Bureau of Instructional Support and Community Services

325 West Gaines Street, Room 601

Tallahassee FL 32399-0400

FAX: (850) 245-0955

Phone: (850) 245-0478

Dawn.Saunders@fldoe.org



