
 Gifted and Talented Appeals Form 

 Student’s Name__________________________School:____________________ 

 Grade:___________ Parent/Guardian Name:______________________ 

 Phone:__________________   Date:_____________________________ 

 I wish to appeal the Gifted and Talented placement decision of the District GT Selection 
 Committee for the following reason (s): 
 _________________________________________________________ 
 _________________________________________________________ 
 _________________________________________________________ 
 _________________________________________________________ 

 ______________________ _________________  _______________ 
 Parent/Guardian Signature  Relationship to student  Date 

 For District Selection Committee use only 

 Date of District GT Selection Committee Appeals Meeting:___________________ 

 Action of committee: 
 _________________________________________________________________________ 
 _________________________________________________________________________ 
 _________________________________________________________________________ 

 _______Overturn the original decision and recommend participation in the GT program. 
 _______Confirm the original decision without further testing. 
 _______Confirm the original decision after further data collection. 

 ________________________________   ___________________________________ 
 District Committee Signature                                  District Committee Signature 

 Revised January 2026 


