
DO-SS200-7/08 

PARK CITY SCHOOL DISTRICT 
ASSESSMENT REFERRAL 

 
Student Name:    School:    Date:      
 
Date of Birth:    Grade:    Classroom Teacher(s):        
 
Parent(s) Name:    Phone number:      
 
Language of Student:    Language of Parent:    Ethnic Background:     
 

** If this is an ESL student you then MUST attach a completed ESL Home Survey Form.  A student generally should not be 
accepted for special education assessment from the school team unless they have considered the information on that form as 
part of the decision to assess. 

 
Special Education Case Manager:    Phone Extension:    

** If this is a new referral, please assign special education teacher who would assume the role as case manager for this referral 
if the student were to qualify for services. 
 
Vision Check Date:   Results:    Hearing Check Date:   Results:    

** Within the past year is fine unless there are current or past concerns in these areas 
 
This is a: 
  new evaluation 
  3 year re-eval:  Current classification    Date due    Date special education Form 8 was signed    
  Student need for in-depth diagnostic information 
 
Date Permission to Test was signed (attach a copy):      
 
PRESENTING CONCERNS/AREA(S) OF ASSESSMENT REQUESTED: 
 
 
 
 
PHYSICAL OR MEDICAL CONCERNS/MEDICATIONS CURRENTLY TAKING: 
 
 
 
 
RESULTS OF MOST RECENT TESTING (Test Name, Date of Test, Scores, IPT): 
 
 
 
 
TIMES STUDENT IS AVAILABLE FOR TESTING (PLEASE ATTACH A COPY OF SCHEDULE IF THIS IS A SECONDARY 
STUDENT) 
 
 
 
 
PLEASE SEND REFERRAL (with all the above requested information) TO THE PARK CITY SCHOOL DISTRICT SCHOOL 
PSYCHOLOGIST.  THANK YOU. 
 

 
 
Referral assigned to:    Date Assigned:    Date Completed:     


