BERLIN CENTRAL SCHOOL DISTRICT

PUPIL PERSONNEL SERVICE OFFICE

PO BOX 259

BERLIN NY  12022

Tel. (518) 658-2010 Fax (518)  658-2012

Jennifer J. Morris, Director of Pupil Personnel Services

REFERRAL TO COMMITTEE ON SPECIAL EDUCATION

DATE OF REFERRAL ___________________________________

This form must be completed in full and forwarded to the Principal for review and signature.  The complete process takes 60 days and includes the following areas: educational, psychological, physical and social/emotional.  The committee will convene when all areas of evaluation are completed.

1. IDENTIFYING DATA:
Student Name ____________________________________ Sex ____________ DOB ______________

Age _______  
Grade _______
Parent Phone Number  ________________________________

Parent/Guardian Name(s): ______________________________________________________________
Mailing Address ______________________________________________________________________

2. REASON FOR REFERRAL: 
Describe the presenting problem: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What questions would you like to see answered by the evaluation process?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What areas would you like the evaluation to address (i.e., behavioral, Functional Behavioral Assessment (FBA), cognitive, academic, social/emotional)?  (Note: Please state if speech/language evaluation is requested in addition to psychological and educational.  OT and PT evaluations must be CSE approved if significant deficit is found and fine motor or gross motor development is suspected. )

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List the measures you or others have taken to resolve the problem:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What were the outcomes of your interventions?

______________________________________________________________________________________________________________________________________________________________________________

When did you last contact the parent? (Parent contact is a prerequisite to a CSE Referral).

_______________________________________________________________________________________

Was the parent contacted about the CSE referral? (Circle One)  YES     NO  Date: ____________________

What was the parental reaction to the contact? 

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. BACKGROUND INFORMATION:
(i.e., remedial education - # of years in program, retentions, pre first, discipline records, attendance  record, etc.)

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. ADDITIONAL COMMENTS: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________   _____________________________

Signature of Referring Teacher or Parent




 Date

Relation to student of referring party  ________________________________

_____________________________________________
___________________________

Principal Approval





Date

SEND ORIGINAL TO DIRECTOR OF PUPIL SERVICES – DATE RECEIVED __________________

Revised 1/2010
