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Student Name: ____________________________ Teacher: _______________________________  

Student Age: ____________  DOB: _____________ Date of Referral: _______________________  

  

Teacher / Staff Member making the referral: _________________________________________ 

Parent requested referral:   ___ Yes ___ No   

  
REASON FOR REFERRAL: (check all that apply)  

Type of Service Requested  Service Description  
  Speech Therapy   

  
To determine the student’s ability to understand, 
relate to, and use language and speech clearly 
and appropriately.  

  Special Education  
  

To determine the student’s ability to remember 
what he/she has seen and heard, how well he/she 
can use that information to solve problems, and to 
assist in predicting the student’s learning rate.    

 
  

Social / Emotional Learning  To evaluate how the student handles feelings and 
emotions and how he/she gets along with other 
people.  

  

  

Counseling (child, parent, or 
family)  

To determine the child, parent or families’ need for 
support in parenting, child development and 
family services.   

  Behavior Consultation (for 
parents)  

Ch 
  

eck all that apply:  
Attention and concentration  

     Non-compliance with teacher directives  

  Following directions  

   Extreme mood swings  

   Social/peer interaction skills  

   Adaptive behavior skills  
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Describe concerns that prompt this referral (concerns, severity, frequency):  

  

  

  

  

  

  

  

  

  

  

    

How does the student’s difficulty interfere with their social, emotional, intellectual, or 

educational performance?   

  

  

  

  

  

  

  

  

  

  

  

Does the student experience difficulty communicating with peers/adults?  Yes / No  

Explain:  ____________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________  

_____________________________________________________________________________________ 

_____________________________________________________________________________________  

  

When is the difficulty seen (setting/subject): __________________________________________  

  



Student Referral Form for Education Support Services  
  

Form 1 – Student Referral    LW Consulting Services Form Developed for LKV  
  3 | P a g e    

Please share your observations of this child as it relates to the referral areas:  
  
  
  
  
  
  

  

Please provide any additional information that you think we might need to best assist 
this family:  
  
  
  
  
  
  

  
PARENT/GUARDIAN INFORMATION  

 

Has the parent given permission for us to contact them regarding these services?   

_____Yes  _____No  

  

Parent/Guardian Contact Information:  
Parent/Guardian Name(s):  
  
  

Email Address:  

Address:  
  
  

City/State/Zip:  

Home Phone:  Work Phone:  
  
  

Cell Phone:   Best method to contact via cell phone:  
Phone call  

 Text Message  
  


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