Penn Cambria Pre-Primary & Primary Schools
Student Support Team Referral Form
Initial Referral Date:   ___________________                                  
                
Student: _____________________________  Date of Birth: ___________
Grade:   K   1   2     
Teacher: _________________________

Person initiating referral:      ___ Teacher(s)
    ___ Parent             ___ Other: _______________

Parents/Guardians: ___________________________________________________
Address:_____________________________________________________________
Home phone: ________________     Cell phone: ________________      Work phone: _______________
Reason for Referral:     What are the student’s most significant problems?
Indicate Specific Areas of Concern:
Academic:






       Academic Behaviors/Work Habits:

___ Early literacy skills (phonemic awareness; letter identification/sounds)     ___ Short attention span/off-task
___ Word identification/High frequency words                                                 ___ Difficulty completing tasks independently

                                  

___ Phonics/Decoding





         ___ Difficulty following directions

___ Reading fluency 





         ___ Class participation
___ Reading comprehension




         ___ Homework completion
___ Spelling 






         ___ Disorganized
___ Sentence structure/Writing complete sentences 


         ___ Slow rate of work completion
___ Oral language skills 




                       ___ Negative attitude towards learning

___ Early numeracy skills (counting; number identification; sequencing)        ___ Attendance problem
___ Math facts






         ___ Other: ___________________________
___ Math computation skills




       
___ Math concepts and applications







___ Fine motor/handwriting skills

___ Other: ____________________________


       Social/Behavior:



       




        ___ Overly active






                                     ___ Talks at inappropriate times








        ___ Makes inappropriate comments








        ___ Oppositional and defiant behavior








        ___ Physically aggressive with peers








        ___ Difficulty getting along with peers








        ___ Temper tantrums









        ___ Cries frequently








        ___ School refusal









        ___ Other: _____________________________
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What are the student’s academic and behavioral strengths?





Indicate interventions or accommodations attempted or currently in place:
___ Reading Support Aide 





___ Math Support Aide






___ Modified assignments



___ Modified tests



___ Adapted instruction/materials






___ Speech/Language Support IEP for articulation skills





___ Speech/Language Support IEP for language skills

___ Physical Therapy

___ Occupational Therapy



___ Set up behavior management plan



___ School-based counseling       Indicate frequency:  ___________
___ Outside private counseling
___ Student has therapeutic support staff (TSS)     Indicate frequency:  ____________
___ Other: ______________________________
Educational History:

___  Received Early Intervention program or services (IU 8)

___  Attended regular preschool program


___  Grade retention


___  Transferred from other school district:__________________________________________
___  Other: ____________________________________________
Medical History:
Medical problems: _________________________________________________
Diagnosed conditions:  ______________________________________________

Current medications: ________________________________________________
School vision screening:    ___ Passed           ___ Failed
School hearing screening:  ___ Passed           ___ Failed
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ASSESSMENT DATA
· Attach copy of most recent Progress Report
Current Grades:         Reading:  ____
     Spelling:   ____         Math:  ____     
_______________________________________________________________________________________________________

READING        >  Data should reflect average of 3 reading probes
Guided Reading Level:  _________


Grade Level Reading Text:

Words Correct Per Minute:  _____



Accuracy:  _____ %




Words Correct Per Minute:  _____
Comprehension (Fountas & Pinnell):  _____                     Accuracy:  ______%
Reading Skills Mastered:
Reading Skill Weaknesses:
_______________________________________________________________________________________________________
WRITING

Writing Skills Mastered:

Writing Skill Weaknesses:
_______________________________________________________________________________________________________
MATH 
Math Skills Mastered:

Math Skill Weaknesses:
_______________________________________________________________________________________________________
For students with social or behavior problems, what are the most significant difficulties and when are they most likely to occur?
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Penn Cambria Student Support Team
Action Plan/Interventions
Student: ________________________________             Date of Team Meeting: ____________

Identify skills or behaviors for intervention.  

Set MEASURABLE GOALS (i.e., accuracy/fluency rates, expected grades, etc.)
Goals







Expected Level of Achievement
1.

2.

3.

Proposed Interventions




Date Initiated: _________________
1.

2.

3.

4.

5.

Next Student Support Team Meeting:
                    Date:  _______________    Time: _______
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Penn Cambria Student Support Team
Progress Review
Student: ______________________    Teacher:  ___________________   Date of Progress Review Meeting: ____________

Current Grades:
      

Reading: ___
     Math ___         Spelling ___        English ___
        Science ___         Social Studies ___
Student’s Response to Intervention(s)
(Did the student reach expected levels of achievement based on goals established?)

Goal #1 Progress:

Goal #2 Progress:

Goal #3 Progress:

Conclusions/Recommendations    (To be completed at review meeting)
___   Discontinue/Case Closed


Comments:

___   Continue Intervention(s)


Comments:

___   Modify/Change Interventions


Comments:

___   Schedule follow-up review meeting on:  ________________

___   Refer for further evaluation
Form revised 09/15
