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 SEQ CHAPTER \h \r 1Assessment Referral to 
Service Delivery Team

Name: ________________________________
Gender: __________________________________
D.O.B.: (yyyy/mm/dd) _______________________
MCP: ____________________________________


Parent/Guardian: ________________________
Phone Number:  ___________________________
School:  _______________________________
School Telephone: _________________________

Teacher:  ______________________________
Grade:  __________________________________

Principal:  ______________________________
Guidance Counsellor: _______________________

Status 







If yes, please provide previous RTS#
Is this a Reassessment? 
 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes




Reason for Reassessment: __________________________________________________________________________________________
Indicate Current Programming (√ as many as apply):  

 FORMCHECKBOX 

Prescribed  



 FORMCHECKBOX 

Alternate Program

 FORMCHECKBOX 

Accommodations  


 FORMCHECKBOX 

Alternate Course

 FORMCHECKBOX 

Modified Prescribed  


 FORMCHECKBOX 

Alternate (Functional) Curriculum

Other Personnel Involved: _____________________________________________________________________

Does the student have an IEP? 
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

An ISSP? 
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
Hearing/Vision Check
Attach Most Recent Results: 

 FORMCHECKBOX 
  Hearing


 FORMCHECKBOX 
  Vision

(Teacher obtains from parent/guardian)
Referral Reason

What is the main area of concern?


Academic – Specify ___________________________________________________________________


Behaviour – Specify ___________________________________________________________________


Social/Emotional – Specify ______________________________________________________________

Speech Language – Specify _____________________________________________________________

Others – Specify ______________________________________________________________________

What questions would you like answered as a result of this referral? ____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________
Teacher Signature: ______________________________
Referral date: ___________________
   Referral Tracking Number
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