
SST PRELIMINARY ACTION PLAN 
 
Date _____________  Student’s Name____________ 
 
Reason For Referral _________________________________ 
 
 
_________________________________________________ 
 
Interventions/Modifications Currently Used _______________ 
 
 
 
 
Strengths/Weaknesses _______________________________ 
 
 
 
 
Preliminary Action Plan________________________________ 
 
 
 
 
 
 
Date of SST Conference ___________ 
 
 
 
 



 


