
 

 
St. Stephen’s Lutheran Academy 

~ Glade Run ~ 
 

DAY STUDENT REFERRAL FORM 
 
 
REFERRAL SOURCE: 
 
PARENT/GUARDIAN’S SCHOOL DISTRICT: DATE COMPLETED: 

CONTACT PERSON: TITLE: 

ADDRESS:                PHONE #: 

           street                                                                city                                                        state                       zip code 
 
STUDENT INFORMATION: 
 
NAME:   GENDER:     M     F 

PA SECURE ID#: GRADE LEVEL: 

SSN#: DOB:                                  AGE:  

ADDRESS: PHONE: 

        street                                                               city   
 
 

                state                         zip code 
 
 

 
 
CONTACT INFORMATION FOR LEGAL GUARDIAN: 
 
RELATIONSHIP 
TO STUDENT 

NAME 
 

ADDRESS PHONE# 

 
 
 
 

   

 
* THESE ITEMS MUST BE INCLUDED PRIOR TO ENROLLMENT: 
 
SPECIAL EDUCATION STUDENTS: 
 

ALL STUDENTS: 

            IEP *             Report cards * 

            ER *            Does ER reflect current placement  
                                       recommendations?        yes      no 

            Immunization records  (do not send originals) * 

            NOREP *     
 

            State School Health Record  (do not send originals) 

           
            Educational/psychological report 
 

 
*Please be aware that St. Stephen’s will require a credit count 

for high school students prior to the initial IEP meeting, so that 
we can do appropriate planning for the student. 
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REASON FOR REFERRAL: (check all that apply) 
 

  defiance of school/classroom rules   inability to meet classroom expectations 

  assaultive/physically aggressive behaviors toward: 
              peers             staff            family 

  failure to complete school work 

  truancy   withdrawn 

  negative peer interaction   lack of motivation 

  possession of weapon at school (specify weapon)   inability to remain on task 

  verbal aggression/threats/swearing toward: 
            peers              staff           family 

  poor socialization skills   

  drug and/or alcohol involvement 
      (note which substance if known) 

  unique learning style / inability to learn in traditional ways 

  property damage 
 

  sensory differences that impact success in a typical      
school  setting 

  tobacco/smoking in school   self injurious 

 conflict with teachers/staff    other (explain): 
 

 
INTERVENTIONS: 
 
Is the student currently in school?    yes         no 
 
If no, state reason:  ____________________________________ 
 
If student is currently expelled, please state reason and length 
of duration: ___________________________________________  
 
______________________________________________________ 
 
Has the student been retained?      yes         no 
 
If so, what grade(s)?     _______________________________ 
 

 
Suspension(s):         frequently         rarely 
Date/reason:  ________________________________________ 

                        ________________________________________ 

Law enforcement:    yes      no 
Date/reason:  ________________________________________ 

                        ________________________________________ 

                         
Probation:                   yes      no 
 
If yes, name of probation officer: 
______________________________________________________ 

 
 
ABILITY/ACHIEVEMENT: 
 
READING LEVEL (grade equivalent):   ____________ 
 
MATH LEVEL (grade equivalent):  ____________     
             

 
Full Scale IQ:  __________ 
 
Date of most recent evaluation:  __________ 
 

 
 
 
PSYCHIATRIC: 
 
             Date:  __________________________                                  Examiner:  ___________________________________________ 
 
             AXIS I:    _______________________________________________        ___________________________________________ 
 
             AXIS II:   _______________________________________________        ___________________________________________ 
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EDUCATIONAL SERVICES: (check all that apply) 
 

  

  Speech Services 
 

  Physical Therapy   English Second Language 

  Hearing Services   Vision Services  Other 
 

  Occupational Therapy 
 

  OVR  

 
 
 
COMMUNITY SERVICES (agencies): 
 
1. 

2. 
 
3. 

 
 
 
PSYCHIATRIC HOSPITALIZATIONS, ALTERNATIVE SCHOOL PLACEMENTS, LEGAL AND/OR RESIDENTIAL PLACEMENTS: 
 

 When Where Duration Discharge 
Date 

    Psychiatric 
Hospitalization(s) 

    

    Alternative 
School 

Placement(s)     

    Legal 
Placement(s) 

    

     Residential 
Placement(s) 
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