
Assistive Technology Coalition Center 
7550 West 183rd Street * Tinley Park, IL 60477 

Attn: Heather Miller Schwarz * hmiller@ucpnet.org 
*Phone (815) 370-3710* Fax (708) 570-3366

REQUEST FOR INFINITEC COALITION CLASSROOM COACHING 
Section 1 
Coalition (check 1) 
North             Southwest             West             Mid-State         Southern IL     KIC
Cooperative/Member Agency Name: _________________________________________________
Member Agency Liaison Name: ____________________________ Phone #: _________________

Section 2 
Classroom Coaching provides individualized support to help school teams implement strategies with students in 
the classroom. The service includes staff training followed by three coaching visits that gradually transition 
strategy implementation from the Infinitec coach to the school team. 

Coaching Focus 
 AAC  Literacy  Access  Other __________________________________

**Please note, there is a $2,500 charge for coaching services 

Section 3 
Contact Person: _____________________________ Title: ________________________________ 

Phone: ____________________________________ Email:  _______________________________ 

COMMITMENT to PARTICIPATE in COACHING and TRAINING 

This team is committed to participating in AT follow-up coaching and training to support the consistent 
implementation of recommended strategies.  Please list team members: 

________________________________________________________________________________________ 
         Name                                                                            Title 

________________________________________________________________________________________ 
         Name                                                                            Title 

________________________________________________________________________________________ 
         Name                                                                            Title 

________________________________________________________________________________________ 
         Name                                                                            Title 

Section 4 
This signature below indicates my authorization for my student’s agency/district to exchange information with 
Infinitec personnel. 

__________________________    ___________  __________________________    __________    
Dist. Supt./Designee Signature        Date   Coalition Liaison Signature               Date  
*District signature required prior to processing of request *Liaison signature required prior to processing of request.

Coalition liaison return request to the Infinitec Assistive Technology Coalition Center.   Rev: HMS 9/1/26
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