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Student Referral Form for Supervisor of Student Services

 FORMCHECKBOX 
 Reassessment

 FORMCHECKBOX 
 Initial Assessment

	Student Name:


	Gender:

 FORMCHECKBOX 
 M    FORMCHECKBOX 
 F
	D.O.B: (yy/mm/dd)


	Referral Date:

	Parents/Guardian Information

Father’s Name:


	Father’s Address:


	Father’s Home #:

Father’s Work #:

Father’s Email:



	Mother’s Name:


	Mother’s Address:


	Mother’s Home #:

Mother’s Work #:

Mother’s Email:



	School: 


	Grade:


	Alberta Education #: 



	Referred By:


	Teacher:


	School Contact Person (To book Visits):

















NOTE: Both Parent’s/Guardian’s are required to sign the attached parental consent form


PARENTAL CONSENT

(Please complete and attach to referral form)
Dear Parent/Guardian:

Your child has been referred for an assessment that may provide information that will assist in educational programming.  In order to ensure that the rights of you and your child have been protected, please read this carefully and sign below.  All information regarding services is confidential and will be treated as such.  If there is anything you find unclear, please call your school for an explanation.
I, ___________________________ and/or



__________ understand the purpose and nature of the assessment / consultation/service and give permission for my son / daughter __________________________ to be given tests for this purpose.  Also I agree to have my child reassessed throughout the year to monitor his/her progress. (Please initial)


________ Psycho-educational Assessment (GP Catholic Chartered Psychologist)




(Cognitive/Behaviour/Academic)


________ Behavioural Assessment (Student Health Initiative Program (SHIP) or GP  



     Catholic)



________ Academic Assessment (GP Catholic)

________ Cognitive Assessment (GP Catholic)


________Occupational Therapy (includes fine motor, self care, handwriting, 

keyboarding and access to assistive technology)

________ Physiotherapy (includes assessment of child’s posture, range of motion, 

     strength and gross motor function, including balance and coordination

     skills)


______    Speech-Language Assessment/Therapy (SHIP or Contractor-ECS)


________  Mental Health Therapist (SHIP)


________  FCSS Worker/ Catholic Family Services

This consent expires after one year.  I understand that the information obtained during the assessment / consultation visit is confidential and will not be released without my informed written consent to anyone other than appropriate school jurisdiction personnel.

DATE

      SIGNATURE OF PARENT/

  RELATIONSHIP

(Guardian)

DATE

      SIGNATURE OF PARENT/

  RELATIONSHIP

(Guardian)

1.  What information are you hoping to attain from this assessment?
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1.  What information are you hoping to attain from this assessment?








School Questions





Parent Questions





School Questions





Parent Questions





2. Describe fully and specifically the presenting difficulties: (academic and/or behavioural)





2.  Describe fully and specifically the presenting difficulties: (academic and/or behavioural)





3. What interventions have already been tried? Indicate what has been successful and/or unsuccessful: For example: Literacy, PAL, Behaviour Plan, Contract, Team etc. 





3. What interventions have already been tried? Indicate what has been successful and/or unsuccessful: For example: Tutoring, Kumon, Sylvan Learning Centre, Team, etc.





School Questions





Parent Questions





4. Briefly comment on student’s school history (retention, new student to school, attendance, school transfer info.) 





4. Other information to share: 





5. Briefly comment on student’s medical history: (Date of last check-up hearing, vision) Medication,





5. Briefly comment on student’s medical history: (Date of last check-up hearing, vision) Medication








6. Provide results of informal and/or classroom assessment. (Informal reading inventory, Bracken, Provincial Achievement tests, etc) 





What other services and or special education programs are/have been involved with this child?


Occupational Therapist            Name:						Date:			


Physical Therapist       	        Name:						Date:			


Speech Language Pathologist Name:						Date:			


Mental Health Therapist           Name:						Date:			


Family School Liaison	        Name:						Date:			


Teaching Assistant                   Name:						Date:			


Catholic Family Services	        Name:						Date:			


Other	                               Name:						Date:			





What are your goals for this student? Please be specific.








What are your goals for this student? Please be specific.





School Questions





Parent Questions








Teacher’s Name:					








Teacher’s Signature:					





                        Date:					


	





Principal’s Name:					








Principal’s Signature:					





                       Date:						


				








Parent/Guardian Name completing form:





							





Parent/Guardian Signature:





							





 


 Date:						
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