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REFERRAL FOR SOCIAL WORK SERVICES 

Revised 6/19/09
INTERMEDIATE UNIT I

          Fayette-Greene-Washington


	REFERRAL FOR SOCIAL WORK SERVICES

	I. Service Requested:
	 FORMCHECKBOX 

	SAP/ESAP Meeting
	 FORMCHECKBOX 

	Classroom Intervention
	 FORMCHECKBOX 

	Teacher Meeting

	
	 FORMCHECKBOX 

	Pre-referral Meeting
	 FORMCHECKBOX 

	Classroom Observation 
	 FORMCHECKBOX 

	Counseling 

	
	 FORMCHECKBOX 

	Truancy Issue
	 FORMCHECKBOX 

	Social Work Assessment
	 FORMCHECKBOX 

	Agency Consult 

	
	 FORMCHECKBOX 

	Parent Meeting
	 FORMCHECKBOX 

	Mental Health Intervention
	 FORMCHECKBOX 

	ER/IEP Meeting

	
	 FORMCHECKBOX 

	Interagency/CASSP Meeting
	 FORMCHECKBOX 

	Other:
	

	
	
	

	II.  Referral Status:
	 FORMCHECKBOX 

	Pre-referral/Screening

	
	 FORMCHECKBOX 

	SAP/ESAP Referral

	
	 FORMCHECKBOX 

	Chapter 15 Service Agreement

	
	 FORMCHECKBOX 

	Transfer Student: 
	
	School District

	
	 FORMCHECKBOX 

	Initial Referral (Permission to Evaluate)
	
	

	
	 FORMCHECKBOX 

	Reevaluation (Permission to Reevaluate)
	
	

	
	 FORMCHECKBOX 

	Other
	
	

	III. Student Specific Information:
	
	

	Student: 
	
	D.O.B.
	
	Grade:
	

	Parent/Guardian:
	

	Mailing Address:
	

	
	

	Phone (home):
	
	(work):
	
	(cell):
	

	School District of Residence:
	

	School Attending:
	
	School Phone:
	

	Referral Source::
	
	Phone:
	

	Teacher’s Name:
	
	Current Program:
	

	Parent(s) Notified:
	 FORMCHECKBOX 
  Yes
	Date:
	
	 FORMCHECKBOX 
  No
	

	
	
	
	

	
	Building Principal or LEA Representative
	
	Date

	
	
	
	

	Received By:
	
	
	

	
	Social Worker
	
	Date

	
	
	
	




	IV. Services Completed
	
	
	

	
	 FORMCHECKBOX 

	SAP/ESAP Meeting
	Date:
	
	

	
	 FORMCHECKBOX 

	Pre-referral Meeting
	Date:
	
	

	
	 FORMCHECKBOX 

	Truancy Issue
	Date:
	
	

	
	 FORMCHECKBOX 

	Parent Meeting
	Date:
	
	

	
	 FORMCHECKBOX 

	Interagency/CASSP Meeting
	Date:
	
	

	
	 FORMCHECKBOX 

	Classroom Intervention
	Date:
	
	

	
	 FORMCHECKBOX 

	Classroom Observation
	Date:
	
	

	
	 FORMCHECKBOX 

	Social Work Assessment
	Date:
	
	

	
	 FORMCHECKBOX 

	Mental Health Intervention
	Date:
	
	

	
	 FORMCHECKBOX 

	Teacher Meeting
	Date:
	
	

	
	 FORMCHECKBOX 

	Counseling
	Date:
	
	

	
	 FORMCHECKBOX 

	Agency Consultation
	Date:
	
	

	
	 FORMCHECKBOX 

	ER/IEP Meeting
	Date:
	
	

	
	 FORMCHECKBOX 

	Other: 
	
	Date:
	
	

	FOLLOW-UP NOTES:
	

	

	

	

	

	

	

	

	

	

	

	
	
	

	Social Worker Signature
	
	Date


cc:
Supervisor


LEA Representative ________________________________
Intermediate Unit 1 does not discriminate on the basis of race, color, national origin, sex, disability, age, religion, ancestry or any other legally protected classification in its educational programs, activities or employment practices

