TRENTON PUBLIC SCHOOLS

Department of Special Services

Referral for CST Evaluation

	Student Last Name:          
                                            
	First Name:       
	Student ID #:      

	Date of Birth:
     
	Age:      
	Gender:   FORMCHECKBOX 
  Male

                FORMCHECKBOX 
  Female
	Race:

      
	Date of PAC:

     

	Address:       
	City:  Trenton
	NJ
	ZIP:      
	Phone:       

	School:      
	Teacher:       
	Grade:       

	Parents/Guardians: Father:        
                               Mother:       

	Work Phone:      
Work Phone:      

	Student’s Primary Language:      
	Parent’s Primary Language:             

	Does Student Currently Receive Speech Services:    FORMCHECKBOX 
 Yes           FORMCHECKBOX 
  No 


	REASONS FOR REFERRAL FOR CST EVALUATION (Indicated the specific reasons that you feel a CST evaluation is needed):       



	REGULAR EDUCATION INTERVENTIONS (List all attempts to resolve the issues stated above within the current educational program; who implemented them and for how long; and to what extent were the interventions successful).      



=============================================================================

To Be Completed by Special Services:


 FORMCHECKBOX 
  Internal Referral      FORMCHECKBOX 
 External Referral          Assigned to CST #        
Date Received:         Date Accepted:       


Supervisor Signature:________________________________________ 

9/03

ACADEMIC FUNCTIONING:

	READING - Check functional level:  
 FORMCHECKBOX 
  Below Grade Level        FORMCHECKBOX 
On Grade Level      FORMCHECKBOX 
 Above Grade Level



	Text:       
	Grade Level:       

	Strengths & Weaknesses:       


	Teacher Signature:       
	Date:       


	LANGUAGE ARTS - Check functional level:  
 FORMCHECKBOX 
  Below Grade Level       FORMCHECKBOX 
On Grade Level      FORMCHECKBOX 
 Above Grade Level



	Text:       
	Grade Level:       

	Strengths & Weaknesses:       


	Teacher Signature:       
	Date:       


	MATH - Check functional level:  
 FORMCHECKBOX 
  Below Grade Level        FORMCHECKBOX 
On Grade Level      FORMCHECKBOX 
 Above Grade Level



	Text:       
	Grade Level:       

	Strengths & Weaknesses:       


	Teacher Signature:       
	Date:       


	SOCIAL STUDIES - Check functional level:  
 FORMCHECKBOX 
  Below Grade Level       FORMCHECKBOX 
On Grade Level      FORMCHECKBOX 
 Above Grade Level



	Text:       
	Grade Level:       

	Strengths & Weaknesses:       


	Teacher Signature:       
	Date:       


	SCIENCE - Check functional level:  
 FORMCHECKBOX 
  Below Grade Level        FORMCHECKBOX 
On Grade Level      FORMCHECKBOX 
 Above Grade Level



	Text:       
	Grade Level:       

	Strengths & Weaknesses:       


	Teacher Signature:       
	Date:       

	Student:       
	School:       


WORK STUDY BEHAVIORS:  (Check items that interfere with performance in regular education class):




  FORMCHECKBOX 
   Distractible



 FORMCHECKBOX 
 Disorganized

  FORMCHECKBOX 
   Gives Up Easily


             FORMCHECKBOX 
 Assignments Not Completed


  FORMCHECKBOX 
   Appears Nervous


 FORMCHECKBOX 
 Minimal Class Participation


  FORMCHECKBOX 
   Works Impulsively


 FORMCHECKBOX 
 Does Not Bring Required Items To Class


  FORMCHECKBOX 
   Restless, High Activity Level
             FORMCHECKBOX 
 Trouble Remembering Things


  FORMCHECKBOX 
   Very Slow Worker


 FORMCHECKBOX 
 Work Is Careless, Messy In Appearance


  FORMCHECKBOX 
   Difficulty Following Directions

SOCIAL BEHAVIORS:  (Check items that interfere with performance in regular education class):


 FORMCHECKBOX 
   Stubborn, Uncooperative

             FORMCHECKBOX 
 Indifferent


 FORMCHECKBOX 
   Withdrawn, Isolates Self

             FORMCHECKBOX 
 Appears Depressed


 FORMCHECKBOX 
   Appears Very Self-Centered

 FORMCHECKBOX 
 Overly Self-Critical


 FORMCHECKBOX 
   Lacks Self-Confidence

             FORMCHECKBOX 
 Tends To Blame Others


 FORMCHECKBOX 
   Guarded, Unexpressive

             FORMCHECKBOX 
 Takes Little Credit For Success


 FORMCHECKBOX 
   Willful Disobedience


 FORMCHECKBOX 
 Often Seeks Negative Attention


 FORMCHECKBOX 
   Often Appears Angry/Hostile

 FORMCHECKBOX 
 Often Lacks Self-Control


 FORMCHECKBOX 
   Cries Often



 FORMCHECKBOX 
 Dangerous to Self and Others*

	*Comments:     
 


MEDICAL INFORMATION (To Be Completed by School Nurse): Please attach copy of immunization record.

	Date of Recorded Physical Examination:       
	Physician:       

	Past illness or disability of a significant nature:       

	Summary of Current Medical Condition:       


	Medications:       


	Vision Screening: 
	Date:       
	Results:       

	Audiometric Screening:
	Date:       
	Results:       

	Height:       
	Percentile:       
	Weight:       
	Percentile:       


Nurse’s Signature ___________________________________________
Date: ______________________

GUIDANCE COUNSELOR INFORMATION:

	Have you had the opportunity to interact with this student?



 FORMCHECKBOX 
 Yes
           FORMCHECKBOX 
  No

Comments:      



	Have you observed the student in the classroom?



             FORMCHECKBOX 
 Yes
           FORMCHECKBOX 
  No

Comments:      



	Have you conferred with the student’s teacher?



             FORMCHECKBOX 
 Yes
           FORMCHECKBOX 
  No

Comments:      



	Have you had contact with the student’s family?



             FORMCHECKBOX 
 Yes
           FORMCHECKBOX 
  No

Comments:      



	Has there been contact with outside agencies/physicians, etc.?

             FORMCHECKBOX 
 Yes
           FORMCHECKBOX 
  No

Comments:      



Provide Copy of Cumulative Record and Results of Standardized Tests in the Last Year.

	Guidance Counselor Comments/Impressions:       



Guidance Counselor Signature: ____________________________________
Date: ________________

INTERVENTION AND REFERRAL SERVICE—SSST:

	Date(s) of Meeting:      


	Participants:                       Name                                                                                      Position

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	Describe the specific activities suggest and attempted by PAC:       



	Describe the activities specific to the school’s Whole School Reform model that have been attempted.       



It is my opinion that this student does require a Child Study Team evaluation and that the information in this form accurately documents the intervention efforts delivered by our school’s regular education staff.

	Principal’s Comments/Impressions:       




Principal’s Signature: _____________________________________________
Date: ___________________

I have reviewed and verified the provision and monitoring of the aforementioned pre-referral intervention activities.

	Assistant Director’s Comments/Impressions:       




Assistant Director’s Signature: ________________________________________
Date: ___________________



FOR DEPARTMENT OF SPECIAL SERVICES USE:

5

