Send completed form to:

~— Kim Alvirez, Principal

*Date of initiation-of Referral:

8/99 SE# 20

SISD Special Education Programs

Student's Name

Birth Date

Home Address

Parent(s) or Guardian

Foster Parent

Address of Parent(s)

Native Language of Parent(s)

**Date of Receipt of Referral:

By:

(Signature)

REFERRAL FORM

Sex Grade
Chronological Age

School

School District

Teacher

Counselor

Race or Ethnic Group

Home Telephone

Work Telephone

Native Language of Student

Soc. Sec. #

CHECK EITHER THE GENERAL SERVICE OR A SPECIAL EDUCATION SERVICE

|——_]SPEC[AL EDUCATION REFERRAL - There is reasonable cause to suspect that
.this chitd may be handicapped and in need of special education services.

Please explain your areas of concern.

[ ]cHANGE OF EDUCATIONAL STATUS REFERRAL - Applies only to students
currently receiving special education programs or services. Please identify
the potential change of status and explain the reason for this referral.

Person making referral  Child Study Team 810/648-2200 _ Position _

*Parent notified/written consent to evaluate requested, Date
(within 10 calendar days of receipt of referral).

*|EPC Date:

or receipt of parental consent).

{not later than 30 school days from receipt of referral




