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    REFERRAL FOR SPECIAL EDUCATION SERVICES

Send completed form to:______________________     *Date of Initiation of Referral: _____________




      ______________________   **Date of Receipt of Referral:  ______________

                                          ______________________       Referral received by:____________________












      (Signature)

Person making referral _______________________________ Position __________________________

 




(Signature)

Name of Student Referred _______________

Sex ______________ Grade ____________

Birth Date____________________________

Chronological Age ____________________

Home Address ________________________

School District _______________________

____________________________________

School Building ______________________

Parent(s) or Guardian __________________


Teacher  ____________________________

____________________________________

Counselor ___________________________

Foster Parent _________________________

Race or Ethnic Group__________________

____________________________________

Home Telephone (___)_________________

Address of Parent(s)____________________

Work Telephone (___)_________________

____________________________________



Language of Student ___________________

Language of Parent(s) _________________

CHECK BELOW:

EITHER THE GENERAL SERVICE OR A SPECIAL EDUCATION SERVICE SOUGHT 

 FORMCHECKBOX 
 SPECIAL EDUCATION REFERRAL - There is reasonable cause to suspect that this child may be handicapped and in need of special education services. Please explain your areas of concern.

________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________


 FORMCHECKBOX 
 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.

________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

Parent notified/Evaluation Plan conducted/ Written consent to evaluate requested. 



Date________________________(within 10 calendar days of receipt of referral).

** IEPT Meeting Date: _____________ (not later than 30 school days from receipt of referral or receipt 

       of parental consent).

BACKGROUND DATA:

BEHAVIORAL REPORTS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

RESOURCES PREVIOUSLY UTILIZED:

1.  Describe strategies and intervention techniques employed in dealing with the problem within the 

   regular education program: ________________________________________________________________________________________________________________________________________________________________________

2.  Check resource personnel who have worked with student regarding the current problem:

 FORMCHECKBOX 
Guidance Counselor
    FORMCHECKBOX 
 School Psychologist
                FORMCHECKBOX 
 Speech and Language Therapist  

 FORMCHECKBOX 
School Social Worker
    FORMCHECKBOX 
 Other __________________________________________________

AREAS OF STRENGTHS AND WEAKNESSES:

COGNITIVE:
 FORMCHECKBOX 
 Low achievement – reading  FORMCHECKBOX 
Low achievement – mathematics    FORMCHECKBOX 
Low achievement - __________ FORMCHECKBOX 
Poor memory skills

    FORMCHECKBOX 
Inefficient work habits

     FORMCHECKBOX 
Works hard, poor results

Academic Strength(s):_________________________________________________________________

___________________________________________________________________________________

 PSYCHOMOTOR:
 FORMCHECKBOX 
 Apparent perceptual problems - auditory     

 FORMCHECKBOX 
 Apparent perceptual problems – visual

 FORMCHECKBOX 
 Hyperactive

   FORMCHECKBOX 
Poor handwriting           
 FORMCHECKBOX 
Generally poor coordination  

Psychomotor Strength(s):______________________________________________________________

__________________________________________________________________________________

AFFECTIVE:

Relations with peers:

 FORMCHECKBOX 
Harmonious

   FORMCHECKBOX 
 Conflict



 FORMCHECKBOX 
Withdrawn

Relations with persons in authority:

 FORMCHECKBOX 
Cooperative

   FORMCHECKBOX 
Conflict

 

 FORMCHECKBOX 
Highly dependent

Personal Adjustment

 FORMCHECKBOX 
Independent, organized worker; stays on task


 FORMCHECKBOX 
Shares, respects others' rights

 FORMCHECKBOX 
Dependent, disorganized worker; needs continual prompting
 FORMCHECKBOX 
Accepts responsibility for tasks

 FORMCHECKBOX 
Aggressive, demanding, shows temper



 FORMCHECKBOX 
Excessive variations of mood


 FORMCHECKBOX 
Impulsive, acts without forethought



 FORMCHECKBOX 
Shy, sensitive

 FORMCHECKBOX 
Accepts responsibility for own behavior 



 FORMCHECKBOX 
Other  ____________________










____________________________

Affective Strength(s): __________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________ 
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