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School District No.50

Haida Gwaii/Queen Charlotte

PLANNING TEAM REFERRAL FOR PSYCHOEDUCATIONAL ASSESSMENT

REVISED SPRING, 2009

The information the team provides on this questionnaire plays a vital role in the consultation process.  Sources of information for this referral should include parents, school personnel, cumulative records and outside agencies.

	Student’s Name:
	Date of Birth: 

	Grade: 
	Chronological Age: 

	Parent’s Name: 
	School:

	Address: 
	Referring Teacher: 

	Phone Number: 
	Date of Referral: 

	Ethnicity:   
	Gender: 


1.
For all adults living with this student, please list their relationship to the child, their age, sex and occupation:

	Name
	Relationship
	Age
	Sex
	Occupation

	
	
	
	
	


2.
For all children living with this student, please list their relationship to the child, their age and sex:

	Name
	Relationship
	Age
	Sex

	
	
	
	

	
	
	
	


3.
Please state the reason for the referral as a question you would like answered (i.e. Does this child have a learning/intellectual disability?): 
4.
School History

	Year
	Grade
	School
	Salient Comments from File (Academic & Behavioral)
	Lates
	Absences

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


5.
Current Performance:

i) Academic: 
ii) Behavior: 
iii) Social: 
6.
Assessment Data 

	Date
	Test
	Examiner
	Results (please be specific)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


7.
Please list child’s strengths and weaknesses: 
8.
Does the child have good study/work habits? If no, please elaborate:

9.
Do you perceive this child as having a positive self-concept?  



If no, have they been referred to in-school counseling services?



Are they receiving counseling services outside of school?

10. Interventions: Has the student been involved with any of the following services:


Please DELETE the services that the student has NOT received.



Learning Assistance Teacher 





Curriculum Adaptations/Modifications



School Psychology Services

Pediatrician

Speech & Language Pathologist

Occupational Therapy

Physical Therapy


Psychiatrist


Psychologist


Counselor


Other


11.
Medical history: Child should have recent hearing and vision screen prior to assessment date.


Date of last Vision Screen 
1998
Results: 
 


Date of last Hearing Screen 1998
Results: 
 

Is this student taking any medication?




 

If yes:





Type of Medication





Medical Problem


Additional relevant medical information:

12.
Please include any information that is felt to be relevant but not covered in this questionnaire:

13. Those in attendance at planning team meeting.
Name


Responsibility
Please make sure that you have a signed permission for this assessment and make a copy of that form for Bob Gilchrist.
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