MIDDLESEX REGIONAL EDUCATIONAL SERVICES COMMISSION

1690 Stelton Road

Piscataway, New Jersey 08854

(732) 777-9848

REFERRAL OF STUDENT FOR EVALUATION CONSIDERATION K-1
This form is designed to provide the basic information necessary for the Child Study Team to properly review the presenting problem of the student being considered for evaluation. The information requested must be submitted by the teacher, administrator, other staff or parent/guardian.

SIGNATURES MUST BE INCLUDED, and ALL ITEMS MUST BE COMPLETED.

STUDENT INFORMATION

SECTION I

Name _____________________________________  Birth Date _________________ Gender__________ 

Present Address __________________________________________ City __________________________
State_______           Zip ________________

Home Phone  _______________________________ 
List Present School __________________________ Location ________________________  Grade _____

Name of Public School and District your child would attend _____________________________________
List Prior Schools Attended _______________________________________________________________
Parent/Guardian _______________________Occupation _________________ Cell Phone_____________

Parent/Guardian ______________________  Occupation _________________ Cell Phone_____________
Business Phone___________________________        E-Mail Address:  ____________________________
Child’s Place of Birth: City ____________________ State _____________Country _________________
Language spoken at home: ___________________ 

Does child need to be evaluated in language other then ENGLISH?:    YES __________ NO ___________

If yes, please specify language: ____________________________________________________________

List Names of Brothers and Sisters with their ages:

Name ___________________________Age________   Name ____________________ Age __________

Name ___________________________Age________   Name ____________________ Age __________

Family information that may be helpful

________________________________________________________________________

Referred by ________________________________

Principal ___________________________________ Classroom Teacher ___________________________

                            Signature Required                                                                       Signature Required

Parent _____________________________________ OTHER ____________________________________

                          Signature Required                                                                         Signature Required

SECTION II   (To be completed by principal)

A.  Student’s current educational status.

Elementary Schools: Please attach the following MANDATORY records:

Please note that we will be unable to process your request without these necessary documents.
     Attach copies of the student’s:

1. Copies of Work Samples

2. Pertinent Discipline Reports, if any

3. Previous Evaluations (if available)

4. Early Intervention Data (if available)
B.  Check the appropriate responses for items listed below

1. Was student ever seen by a Child Study Team Member? YES ___ NO ___

If YES, when: ________ (Attach copies of ALL evaluations and latest IEP)

           2.        Does student presently participate in the following (It is imperative that this 

                      section be completed accurately)                                                              

      


   YES

           NO

	Comp. Ed. 
	
	 

	Speech/Language Therapy
	
	

	E.S.L.
	
	

	Other
	
	


Name of person completing Section II __________________________________

SECTION III   (To be completed by person initiating the referral)

1. Specify reason(s) it for identification:  ___________________________________ __________________________________________________________________
      __________________________________________________________________

     2.  Please identify all the classroom interventions that have been undertaken toward         dealing with the problem(s) and result of intervention: (Documentation of classroom interventions are mandatory as per NJ Administrative Code 6A:14).
	Intervention
	Result

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	


3.  When were parents advised of this referral? _________By Whom? ___________________

     What is parent reaction to referral to the Child Study Team?

 _____________________________________________________________________

 ______________________________________________________________________
Name of person completing Section III  ​​​​​​​_____________________________________
SECTION IV   (To be completed by classroom teacher)
4.  Academic Performance of Student: (Place an “X” in the box next to all activities that the  
      child is able to complete.)  

Reading
	Produce the sounds that the letters make                                                   
	

	Spell and write simple words like Mom, Dad, the, he, she
	

	Is able to rhyme words                                                                               
	

	Identify beginning sounds and letters of spoken words                              
	

	Print upper and lower case letters                                                              
	

	Identify and blend sounds in a word                                                           
	

	Read his or her own writings/spellings back to a peer or teacher              
	

	Replace sounds in words to create a new word (Example: Take               

the word cat. Replace the “t” sound with a “p” sound
	

	Read and spell about 100 high frequency sight words                                
	

	Identifies characters, setting, and genre of a story                                       
	

	Makes predictions of a book based on pictures                                            
	

	Identify the title and author of a book                                                          
	

	Sounds out unfamiliar words                                                                        
	

	Uses pictures and other words in a sentence to decode a difficult word      
	


    Types of difficulties, if any ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Math: 
	Using words to count forward and backward from one to 20
	

	Is able to count and sort objects from one to 20                                                           
	

	Can use concepts of adding and taking away using objects                                        
	

	Understands none, more, less, most, smaller, smallest, bigger, biggest                       
	

	Identifies shapes such as circle, square, triangle, and rectangle
	

	Can sort objects by size, shape, and color                                                                    
	

	Can decide which number comes before, or after, another number                             
	

	Can classify objects by multiple attributes
	

	Add and subtract numbers to 20
	

	Create and read a simple bar graph
	

	Relates addition and subtraction facts 




            
	

	Can name the 4 coins up to a quarter
             
	

	Can count from 1 to 100 by ones, twos, fives, and tens


             ​​
	

	Understands 1 to 1 correspondence of numbers and objects                                         
	


   Types of difficulties, if any ______________________________________________

     ____________________________________________________________________   

     ____________________________________________________________________

Written Language: 
	Prints own first and last name     
	

	Draws a picture that tells a story and labels and writes about the picture  
	

	Writes upper- and lowercase letters (may not be clearly written)          
	

	Can spell many decodable words
(50-100 words)

	

	Write a 5-6-word sentence independently using correct capitalization and punctuation.             
	


    Types of difficulties, if any ______________________________________________

     ____________________________________________________________________   

     _____________________________________________________________________

     _____________________________________________________________________

Additional Comments/Strengths/Weaknesses: _________________________________
________________________________________________________________________________________________________________________________________________

________________________________________________________________________
	STUDENT IDENTIFICATION CHECKLIST

	TASKS 
	COMMENTS

	PLEASE CHECK ONE FOR EACH ITEM

	Always
	Frequently
	Occasionally
	Never

	AUDITORY COMPREHENSION


	
	
	
	

	Student is able to follow 1 and 2 step directions
	
	
	
	

	Follows a simple conversation
	
	
	
	

	Student retains information
	
	
	
	

	SPOKEN LANGUAGE


	
	
	
	

	Be understood by most people 
	
	
	
	

	Answer simple "yes/no" questions 
	
	
	
	

	Answer open-ended questions (e.g., "What did you have for lunch today?") 
	
	
	
	

	MOTOR COORDINATION


	
	
	
	

	Student has average coordination for age
	
	
	
	

	Student has average dexterity for age
	
	
	
	

	PERSONAL SOCIAL BEHAVIOR

	
	
	
	

	Student is cooperative
	
	
	
	

	Student is liked by others
	
	
	
	

	Student is distractible
	
	
	
	

	Student accepts responsibility
	
	
	
	

	Student can cope with new situations
	
	
	
	

	Student can cope with new situations
	
	
	
	

	Student relates well to peers
	
	
	
	

	Student cooperates and shares in both pairs and group situations
	
	
	
	


Please use this space for any additional information: ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Name of person Completing Section IV ​​_____________________________________
SECTION V   (To be completed by School Nurse)
A.     Auditory acuity                Left _______________Right _____________ (Required)

         Visual acuity                    Left ______________  Right______________(Required)

  Describe any auditory or visual problems and support provided:

________________________________________________________________________
________________________________________________________________________
B.   Past or present serious illness affecting student’s well-being:        

________________________________________________________________________
________________________________________________________________________
C.   On medication regularly?         YES __________    NO __________ NA _________
      Name(s) of medication(s) _______________________________________________

________________________________________________________________________
D.  General Health
E.  Frequent visitor to nurse’s office?  YES ___________ NO ______________

F.  Date of last physical exam? ____________ Performed by?_____________
G. Family Physician? _________________________  Phone _________________

H. Other pertinent health information _________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Name of School Nurse (please print)_________________________________________

Nurse’s Signature ____________________________________Date _______________

(Please note: Students cannot be referred for evaluation if they demonstrate vision and/or hearing problems. These must be addressed before the referral is submitted to the Commission for processing.)
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