	420-22nd Street East
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	Phone(306) 659-7000
	Fax(306) 659-2010
		

		REFERRAL FOR SPEECH/LANGUAGE ASSESSMENT
To be completed by classroom teacher in collaboration with the LAT

Name of Student:   _________________________________	Date of Referral:   _______________________________________

School:   _________________________________________	Classroom Teacher:    ___________________________________

Birth Date:  day __ __   month  __ __   year 20 __ __ 	M   □     F   □          Grade:   _________ 

If kindergarten, indicate days attending and a.m./p.m. or full day   _______________________________________________________
	
□ 	Mother	 _______________________________	□ 	Father		 ___________________________________
		Home Phone	 _______________________________		Home Phone	 ___________________________________
		Work Phone	________________________________		Work Phone	___________________________________
		Cell		 _______________________________ 		Cell		 ___________________________________

□ 	Guardian	 _______________________________	
		Home Phone	 _______________________________		
		Work Phone	________________________________		
		Cell		 _______________________________ 		

Primary Contact  __________________________________   Address of Primary Contact  ___________________________________

	


What is the reason for the referral?

Language  _____    Speech  ____     Stuttering  _____     Hearing  _____     APD  _____     Other  _____


Describe the areas of concern and the impact on the student’s ability to communicate effectively and function in the school environment.
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Other referrals made at this time (i.e., a psychological assessment, RUH, etc.) ____________________________________________
___________________________________________________________________________________________________________
		
	[bookmark: _GoBack]Levels of Academic Performance

	
	below
	average
	Above

	Reading
	□
	□
	□

	Math
	□
	□
	□

	Writing (quality of written work)
	□
	□
	□


	
What has been done to support the student at the school level?
□     Adaptations to academic programming        □	Modifications to academic programming	□     LAT Support
□     EA Support        			□     PPP						□     Assistive Technology
(over) 

-2-

How effective have these supports been?
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Contact/Consultation with outside agencies (Mental Health, Kinsmen, Social Services, etc.)
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Has attendance been a concern?	□	Yes			□	No
Other languages spoken in home?	_______________________________________________________________________
Previous school:				_______________________________________________________________________     
Frequent school transfers?   		 □	Yes			□	No           
Previous formal/informal assessments and date completed.
	□	Cognitive		Date	______________		□	Speech/Language		Date	_______________
	□	Vision 		Date		______________		□	Hearing					Date	_______________
	□	Other 		Date	______________
	Significant Results:	 ___________________________________________________________________________________	

Any medical concerns?  (diabetes, ADHD, etc. specify if taking medications)
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Additional Information 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

The parents/guardian were informed of this request by:	_____________________________________________________
									Date:	_____________________________________________________
Signatures:

Classroom Teacher:	_______________________________________________________	Date:	___________________

Learning Assistant Teacher:	__________________________________________________	Date:	___________________

Principal:	_________________________________________________________________	Date:	___________________

Provide the original copy of this request to the SLP at your school, as well as a white copy for the LAT and a yellow copy to be placed in the student’s cumulative file.
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