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	Initial Student Referral

	For Student Success Team (SST) Consideration


SST Scheduled Meeting Date: _________

	Today’s Date:                                                  
	Teacher:  

	Student Name:                                                  
	Student ID:                                           

	Grade:  
                             
	Age:               
	Date of Birth:

	Parent/Guardian Name:                                    
	Relationship:

	 FORMCHECKBOX 
  ELL student                         
	Language spoken at home:

	 FORMCHECKBOX 
Student has I.E.P.
	 FORMCHECKBOX 
Special Needs      
	SN Code:


	Family information:
	 FORMCHECKBOX 
only child
	Relatives at home:
	 FORMCHECKBOX 
Siblings

	 FORMCHECKBOX 
foster child  
	 FORMCHECKBOX 
older sibling(s)
	 FORMCHECKBOX 
1 parent
	 FORMCHECKBOX 
Grandparents

	 FORMCHECKBOX 
guardianship
	 FORMCHECKBOX 
younger sibling(s)
	 FORMCHECKBOX 
2 parents
	 FORMCHECKBOX 
Other relatives


	Test Scores:
	DRA Score:    
	Fall:  
	Winter:  
	Spring:  

	
	SRI Score:       
	Fall:  
	Winter:  
	Spring:  

	
	Math Score:     
	Fall:  
	Winter:  
	Spring:  

	Attendance:
	Absences:    
	Fall:  
	Winter:  
	Spring:  

	
	Tardiness:    
	Fall:  
	Winter:  
	Spring:  


	   Current

  Services:
	 FORMCHECKBOX 
  After-school
	 FORMCHECKBOX 
School-based Counseling (Individual)

	
	 FORMCHECKBOX 
Before-school 
	 FORMCHECKBOX 
School-based Group Counseling

	
	 FORMCHECKBOX 
Tutoring
	 FORMCHECKBOX 
Counseling from an Outside Provider

	
	 FORMCHECKBOX 
Summer School
	 FORMCHECKBOX 
Other: 


	Last school

year’s information:
	Last school 

year’s final scores:
	Last school 

year’s totals:

	
	DRA :    
	Absences:

	School:  
	SRI :     
	Tardiness:

	Teacher:
	Math:
	


	Student Strengths:
	Likes:  

 FORMCHECKBOX 
Music

 FORMCHECKBOX 
Visual Arts

 FORMCHECKBOX 
Performing Arts
	 FORMCHECKBOX 
ELA

 FORMCHECKBOX 
Math

 FORMCHECKBOX 
Computers

 FORMCHECKBOX 
Science

 FORMCHECKBOX 
Social Studies

	 FORMCHECKBOX 
Does well in small groups
	 FORMCHECKBOX 
Good peer relationships
	

	 FORMCHECKBOX 
Can work independently
	 FORMCHECKBOX 
Good adult relationships
	

	 FORMCHECKBOX 
Helpful to others 
	 FORMCHECKBOX 
Other:


	Health Concerns:
	 FORMCHECKBOX 
Earaches 
	 FORMCHECKBOX 
Wears Glasses
	 FORMCHECKBOX 
Unexplained Injuries

	
	 FORMCHECKBOX 
Headaches
	 FORMCHECKBOX 
Medications               
	 FORMCHECKBOX 
Possible Physical/Sexual Abuse           

	
	 FORMCHECKBOX 
Hygiene
	 FORMCHECKBOX 
Substance Abuse
	 FORMCHECKBOX 
Stomach Complaints
                                        

	
	 FORMCHECKBOX 
Fatigue
	 FORMCHECKBOX 
Other
	


	Academic Difficulties:
	 FORMCHECKBOX 
Inattentive
	 FORMCHECKBOX 
Lack of motivation

	
	 FORMCHECKBOX 
Distractible
	 FORMCHECKBOX 
Unable to follow directions

	 FORMCHECKBOX 
Reading                                                   
	 FORMCHECKBOX 
Fine Motor
	 FORMCHECKBOX 
Careless with work 

	 FORMCHECKBOX 
Math
	 FORMCHECKBOX 
Homework completion  
	 FORMCHECKBOX 
Inconsistent memory skills                  

	 FORMCHECKBOX 
Articulation           
	 FORMCHECKBOX 
Attendance/Truancy problem
	 FORMCHECKBOX 
Tries hard with poor results

	 FORMCHECKBOX 
Language
	 FORMCHECKBOX 
Brief attention span                               
	

	
	 FORMCHECKBOX 
Other:  
	


	Behavioral Difficulties:
	 FORMCHECKBOX 
Scapegoating
	 FORMCHECKBOX 
Frequently Speaks Out Loud         

	
	 FORMCHECKBOX 
Stealing
	 FORMCHECKBOX 
Attention Seeking Behaviors                           

	 FORMCHECKBOX 
Self / Hurt
	 FORMCHECKBOX 
Chronically Disruptive               
	 FORMCHECKBOX 
Refuses to Follow Direction

	 FORMCHECKBOX 
Fighting


	 FORMCHECKBOX 
Frequently Leaves Seat
	 FORMCHECKBOX 
Potential to Harm others (hitting, biting weapons, other) 

	 FORMCHECKBOX 
Withdrawn
	 FORMCHECKBOX 
Explosive Behaviors
	 FORMCHECKBOX 
Inappropriate Sexual Behavior (kissing, touching, exposing, other)


	Emotional Difficulties:
	 FORMCHECKBOX 
Cries Often
	 FORMCHECKBOX 
Withdrawn / Avoidant 
           

	
	 FORMCHECKBOX 
No Affect
	 FORMCHECKBOX 
Psychosomatic Complaints

	 FORMCHECKBOX 
Anxious                                         
	 FORMCHECKBOX 
Tantrums

	 FORMCHECKBOX 
Difficulty with Peer Interaction

	 FORMCHECKBOX 
Appears Angry 
	 FORMCHECKBOX 
Verbal Outbursts
	 FORMCHECKBOX 
Talks to Invisible Others​​​  

	 FORMCHECKBOX 
Makes Threats
	 FORMCHECKBOX 
Talks to Self
	 FORMCHECKBOX 
Other


What strategies have been used to address the area of 
concerns?  (Letter, phone call, meeting etc.) – Please attach separate sheet describing intervention at length.
	
	Please Explain

	 FORMCHECKBOX 
Classroom intervention (please use separate sheet describing in depth).
	

	 FORMCHECKBOX 
Parent contact 
	

	 FORMCHECKBOX 
DCF contact 
	

	 FORMCHECKBOX 
Other: 
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