Carteret County Schools
Student Referral Form for 

Day Treatment Services

Referral Requirements:  (Please put a check next to the documents attached.)

Attach the student’s:  DEC 3 ____  Current IEP ____  Most recent psychological evaluation ____  

         Functional Behavior Assessment and Current behavior plan ____

Name _______________________________________ Date of Birth _____________ Sex ______

Parent/Guardian ________________________________________________________________

Home Address __________________________________________________________________

                           __________________________________________________________________

Home phone _______________________________  Work phone _________________________

School Information:

Home School ______________________________________  Grade _______________________

Teacher __________________________________

Medical Information:

Physician’s name ________________________________________ Phone # _________________

Emergency Contact (other than parent) _______________________________________________

Relationship to student _____________________________ Phone # _______________________

Allergies to foods/medications  _____________________________________________________

Medical conditions: (i.e.: diabetes, heart problems, breathing problems, etc.)

_______________________________________________________________________________

_______________________________________________________________________________

List all medications the student is currently taking during school hours or at home:

Medication                                             Dosage                                                          Times taken

________________________             __________________________             __________________

________________________             __________________________             __________________

________________________            ___________________________           ___________________

________________________            ___________________________           ___________________
Referral Information/Placement history:

Person/Agency making referral ______________________________________________________

Title of referring person  _________________________________  Phone # ___________________

List all programs in which the student has previously been enrolled/admitted.  Include hospitalizations, day treatment programs, special education classes, probation/DJJ, therapeutic foster placements, etc.

	Placement
	Contact Person
	Phone #
	Dates

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Other agencies CURRENTLY involved with the student.

	Agency
	Contact Person
	Phone #

	
	
	

	
	
	

	
	
	

	
	
	


Educational Needs:

Child’s current reading level in relation to grade placement.  Check one.

____ At or above grade level                                   _____  3 years below grade level

____ 1 year below grade level                                 _____ 4 years below grade level

____ 2 years below grade level                               _____  Not sure

Last EOG scores:  Grade _________  Math ________  Reading _________

Is the child exceptional?  _________  If yes, category? ________________
If the child is not exceptional, has a referral been made?  ___________________________

Behavioral History:

Current  diagnosis ____________________________________________________________

List some of the child’s character and educational strengths, which can be used to build upon:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List specific behavior problems the child is currently exhibiting which make regular school attendance difficult:  __________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

List behavior strategies that have been utilized in an attempt to address the problems listed above:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Contact person:  ______________________________________________ Phone # _________________

**I agree to a day treatment referral for my child and hereby give permission for information concerning my child to be discussed among Carteret County Schools, Le Chris Counseling Services and ___________

____________________________________ (other agency if applicable).

Parent/Guardian Signature:  ______________________________________________________________

Date:  ____________________________________

Created 11/18/2010
