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RCSD MEDICAL MATCH TEAM REFERRAL

Medical Management & Assistive Technology for Children (MATCH)
Anyone may submit a referral. Consultation with the School Nurse is strongly encouraged prior to referral submission.

STUDENT INFORMATION
Student Name: _______________________________________   Student ID #: ___________________________DOB: _______________   
School: _______________________________________ Grade: ______________     Educational Plan: ☐ IEP   ☐ 504 Plan   
Parent/Guardian:  ____________________________________________________________ Phone: ________________________________

REFERRAL INFORMATION
Date of Referral: __________________
Person Making Referral: ______________________________   Phone: ______________________
School Nurse Consulted: ☐ Yes ☐ No ☐ N/A                HIPAA included (preferred): ☐ 

REASON FOR REFERRAL (Check all that apply)
☐ Mobility Concerns    ☐ Safety Concerns in School Environment    ☐ Change in Physical Functioning
☐ Medical Condition Affecting School Participation   ☐ Health-Related Attendance Concerns
☐ Transportation Accommodation Concerns   ☐ Transition Back to School Following Illness/Injury
☐ Positioning/Seating Concerns    ☐ Adaptive Equipment Concerns   ☐ Feeding/Swallowing Concerns
☐ Communication Concerns Impacting Educational Access   ☐ Other: ____________________________________________

DESCRIBE CONCERNS THAT NECESSITATE THIS REFERRAL (including pertinent medical information)
______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________
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