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	Date: 
	Special Education Cooperative: 


	KSB Outreach Consultant: 



	Student Name:

	D.O.B: 
	Age: 
	Grade: 

	School District:

	School Name: 
	School Contact Person:
	Phone:


	
	
	
	Email: 



	Student’s Classroom Teacher:


	Parent/Legal Guardian Name: 
	Parent Address:

	Phone:


	
	
	
	Email:






Please answer the following questions:
	1. Has the student been identified for services? 
	☐ IEP ☐ 504 Plan  ☐ Currently in initial referral process 


	2. If student has a current IEP, please list all areas of eligibility (i.e VI, FMD, OHI) 
	

	3. Does the student have an eye report? 
	· Yes 
· No

	4. Does the student have communication concerns, if so, what are those concerns?
	

	5. Do you have a Teacher of the Blind/ Visually Impaired (TVI) that works with your district to provide services?
	· Yes      If yes: Circle one
                           Full time    Contract   Probationary/Emergency
· No

	6. What assistance are you requesting from KSB Outreach? What are your area(s) of concern? 

	

	If requesting an assessment, please answer these additional questions: 
	

	7. Has an ARC meeting been convened? 
	· Yes
· No

	8. Has an evaluation plan been developed? 
	· Yes                If yes: Circle one
                    Initial       Re-evaluation        
· No 



Checklist: Must be sent with Referral Form
· Student’s Current IEP
· Student’s Current FVLMA-if applicable 
· Student eye report-if available
If requesting an assessment please include all documents listed above, in addition to:
· Evaluation Plan
· Signed Permission to Evaluate 
· ARC Conference Summary 
· For Initial-RTI data

*Note: Please contact and discuss possible referral before an ARC is convened. All documents MUST be submitted with this referral form before a visit, consultation, or assessment date can be arranged. 




________________________________________                                            __________________
Signature and Title of person completing form                                                            Date Submitted 


________________________________________				     __________________
Signature of Director of Special Education                                                           Date Submitted 

	For KSB Use Only: Date and Time Assessment or Consult Scheduled: 

Comments/Notes: 
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