
_____ Developmental Delay (DD) turning 9 years old	                   _______________________Date Received by Psychometrist 

DEMOGRAPHIC INFORMATION FOR REEVALUATIONS AND TRANSFERS
*Attach to Reevaluation or Transfer Packet*



Student’s COMPLETE Legal Name:  _____________________________________________________________________                                                                                                                                               
Sex:  ___________  Grade:  _____________  Race:  __________________  Date of Birth:  _________________________
School/Service Provider:  _____________________________________________________________________________
Parent’s Name(s):  __________________________________________________________________________________
Address:  __________________________________________________________________________________________
Contact Name:  ___________________________________   Contact Name: ____________________________________
Primary Phone:   _______________________(Text? Y or N)   Other Phone:  __________________________(Text? Y or N)  
Email:   _________________________________________     Email:    __________________________________________
Primary Language in Home:  ___________________________________________________________________________
DATE OF MOST RECENT ELIGIBILITY:  ____________________________________________________________________
AREA OF DISABILITY:  _____________________________   CASE MANAGER:  ___________________________________
***ATTACH MOST RECENT ELIGIBILITY REPORT***

Parent Input (if form not in packet):  __________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________  
Teacher Input (if form not in packet):  
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________     
Medical Information, Limitations (which may affect test administration), and/or Additional Information:  
_________________________________________________________________________________________________
_________________________________________________________________________________________________                   

WEARS GLASSES/CONTACTS?   ______ YES        ______ NO		
		Revised Sept 2017
