	                                                                                       
Student Name 

	Date of Birth
 Age


	
	
	
	
	

	School
 Grade


	
	
	
	
	

	 Classroom Setting

	
	
	
	
	

	( Regular Education Classroom
	( Resource Room
	( Self-contained
	( Home

	

	( Other:



	School Contact Person
   Phone


	

	Person Completing Form
   Date


	

	Parent(s) Name(s)
   Phone


	

	Address


	

	Disability Area  (Check all that apply)

	

	( Speech/Language
	( Significant Developmental Delay
	( Specific Learning Disability

	

	( Cognitive Disability
	( Other Health Impairment
	( Hearing Impairment

	

	( Traumatic Brain Injury
	( Autism 
	( Vision Impairment

	

	( Emotional/Behavioral Disability

	

	( Orthopedic Impairment–Type



	Current Service Providers  (Check all that apply)

	

	( Occupational Therapy
	( Physical Therapy
	( Speech/Language

	( D/HOH
	( VI

	( Other(s)


	Medical Factors (Explain all that apply)
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

	Primary Referral Question for Dietary Team?  ____________________________________________________________________________________
What issues relevant to meals/ feeding concern you?
_________________________________________________________________________________

_________________________________________________________________________________


  ___________________________________________________________________________
  What does the child ‘normally’ eat at school? 
__________________________________________________________________________________

__________________________________________________________________________________

What foods are difficult to eat?
Where is the child fed at school?  (lunchroom, café, classroom)_____________________________
What is already implemented to assist with safe eating at school (equipment, positioning, etc)?_______________________________________________________________________________


    
         
REFERRAL FOR DIETARY SCREENING

















