
Iowa City Community School District  
SECTION 504 REFERRAL 

Student’s Name___________________________ Grade________ Date_______________ 

School __________________________________ DOB: ________  Sex  □M    □F 

Parent(s)_____________________________Day Phone__________ Evening Phone___________ 

Interpreter needed for parents? □ Yes □ No 

Reason for Referral:

□ Staff Recommendation □ Parent □ Other

There is reasonable cause to suspect that this student has a handicap, which substantially 
limits one or more of the following major life activities: 

□ Social Emotional/Behavioral

□ Vision

□ Learning

□ Health

□ Motor/Movement  □ Self-Help Skills

□ Communication

□ Hearing

□ Adaptive_______________

Prior Interventions:  _______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________(Attach copy of Plan and Data) 

Presenting Concern:
Describe the presenting concern.

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Referred by: ____________________________ Relationship to Child: ____________________ 

Principal: ________________________________________ Date: ________________________ 

Received: ________________________________________Date:________________________ 




