Referral:

Rockland Elementary
Intensive Day
Treatment Program

557 Route #202
Montebello, NY 10901

Phone (845) 746-5209
Fax (845) 503-2644

Child’s Name:

Date:

DOB:

Child’s Address:

Phone Number:

Parent’'s Name:

Language spoken at home:

Parent email

Parent phone number

School Liaison Name & Title

Liaison Phone Number

Child’s School:

Grade: Special Ed.:

Y N

1.

Please include student’s physical, immunization records, grades,

and attendance with this referral.

Reason for Referral:

2. How was the student functioning at school academically, behaviorally and emotionally prior to the crisis?

3. Describe previous attempts at problem resolution.
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4. Describe family cooperation/involvement. (Kept appointments, followed recommendations)

5. Identify any current community based services. Describe other programs involved. List medications.

6. Any Suspicion of neglect or physical, sexual, or substance abuse? |Is CPS involved?

7. Describe academic plan following discharge from the IDT Program.

8. Any Medical Issues, Allergies, or physical limitations?
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