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Referral to Student Assistance Team


Bartholomew Special Services Cooperative


Student:	� FORMTEXT ��________________________________________�  Today’s date:  � FORMTEXT ��___�/� FORMTEXT ��___�/� FORMTEXT ��___�


Parent/Guardian: � FORMTEXT ��________________________________________�


Address:  � FORMTEXT ��______________________________________________________________________�


Telephone #  home: � FORMTEXT ��____________________�  work: � FORMTEXT ��____________________�


Legal custody status:	� FORMCHECKBOX ��natural parents	� FORMCHECKBOX ��maternal parent	� FORMCHECKBOX ��paternal parent


			� FORMCHECKBOX ��ward of court (list court and contact person) � FORMTEXT ��_____________________�


			� FORMCHECKBOX ��foster parent (list)  � FORMTEXT ��______________________________________�


			� FORMCHECKBOX ��other (list)  � FORMTEXT ��___________________________________________�


Student information:	Sex � FORMTEXT ��__�	      School � FORMTEXT ��_____________________________�         Grade � FORMTEXT ��__�


			Ethnic background     � FORMTEXT ��______________________________________�


Date of birth � FORMTEXT ��__�/� FORMTEXT ��__�/� FORMTEXT ��__�


Has student been retained?	  � FORMTEXT ��__�  If yes, indicate grade(s) � FORMTEXT ��_______________�


List any educationally relevant medical information below.	� FORMCHECKBOX �� none


� FORMTEXT ��_____________________________________________________�


Has student received special education? � FORMTEXT ��__� If yes, list program(s) � FORMTEXT ��_________�


Current grades from report card (list) � FORMTEXT ��____________________________�


� FORMTEXT ��_____________________________________________________�


Type of referral:	� FORMCHECKBOX �� Initial     � FORMCHECKBOX ��Three year re-evaluation     � FORMCHECKBOX ��Other (list) � FORMTEXT ��_______________________________________________________________________�


Who referred this student to the Student Assistance Team? � FORMTEXT ��_______________________________________________________________________�


What is the reason(s) for the referral? 


� FORMTEXT ��_______________________________________________________________________�


Have the parent(s)/guardian(s) been contacted regarding the student’s learning/behavioral difficulties?


� FORMTEXT ��__� If yes, list their efforts to assist in the remediation of the difficulties. 


� FORMTEXT ��_______________________________________________________________________�


Has the student been involved with any other agency or service? � FORMTEXT ��__� If yes, list: 


� FORMTEXT ��_______________________________________________________________________�


GENERAL EDUCATION INTERVENTIONS (GEI)


Indicate the resources, instructional techniques and alternative programming used in general education to address these difficulties:  � FORMTEXT ��_____________________________________________________�


� FORMTEXT ��_______________________________________________________________________�
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Student:	� FORMTEXT ��____________________________________________________�


Indicate the results  of the general education interventions: 


� FORMTEXT ��________________________________________________________________________________________________________________________________________________�


Summarize any individual or group intelligence or achievement tests the student has taken below:


� FORMTEXT ��________________________________________________________________________________________________________________________________________________�


List the student’s strengths: 


� FORMTEXT ��_______________________________________________________________________�


Does the SAT recommend any additional general education interventions? � FORMTEXT ��__�  If yes, list below and list the date for the review of the interventions: 


� FORMTEXT ��_______________________________________________________________________�


Date of review of interventions:	� FORMTEXT ��__�/� FORMTEXT ��__�/� FORMTEXT ��__�	� FORMCHECKBOX ��Not applicable


Student Assistance Team Recommendations:


	� FORMCHECKBOX ��Continue in general education with modifications.


� FORMCHECKBOX ��Refer to a multi-disciplinary evaluation team to determine the presence or absence of a		 disability. 


� FORMCHECKBOX ��Refer to a multi-disciplinary evaluation team for a three year re-evaluation.


� FORMCHECKBOX ��Other (list) � FORMTEXT ��________________________________________________________�


Assignments:	Case Conference Coordinator	� FORMTEXT ��___________________________________�


	Evaluation team:	


		School psychologist		� FORMTEXT ��___________________________________�


		Special education teacher		� FORMTEXT ��___________________________________�			General education teacher		� FORMTEXT ��___________________________________�


		Others (list)			� FORMTEXT ��___________________________________�


Student Assistant Team members:		


		Chairperson			� FORMTEXT ��___________________________________�


		School psychologist		� FORMTEXT ��___________________________________�


		Special education teacher		� FORMTEXT ��___________________________________�


		General education teacher (s)	� FORMTEXT ��___________________________________�


		Others (list)			� FORMTEXT ��___________________________________�


Make copies for: school, parent/guardian, school psychologist, Director (for special education), and 504 Coordinator (for Section 504 referrals).					Form created 10/25/99


