KALAMAZOO REGIONAL EDUCATIONAL SERVICE AGENCY



1819 East Milham Road

Kalamazoo, MI 49002 (269) 385-1500 FAX (269) 381-3523

SPECIAL EDUCATION REFERRAL, EVALUATION REVIEW, AND CONSENT
	Student’s Name ____________________________________                                              Birth Date                 ____               Sex          Grade ________      

SS # ____________________________________________                                       
Address of Student  ________________________________

_________________________________________________                                                                                                                        Parent/Guardian/Surrogate ___________________________                   Address of Parent/Guardian/Surrogate __________________

_________________________________________________ 

Foster Family Name________________________________                                           
	District and Building ____________________________________                                                           Teacher/Counselor                   ____     __                      ________

Race or Ethnic Group*                               ___________________                         Native Language of Student         _________  Parent __________

Parent Home Phone                                Work  _______________                            Emergency Contact Name/Phone  _________________________

Parent’s Phone (    )            ___         Work (    )_______________ 

*(A) American Indian, (B) Black, (C) Asian, (D) Hispanic, (E) White, (F) Pacific Islander

 Multi-Ethnic (choose two from list above)                   

	SPECIAL EDUCATION INITIAL REFERRAL                                       DATE OF REFERRAL :__________________   

There is reasonable cause to suspect that this student may have a disability and is in need of special education services.  Please identify the area(s) in need of evaluation: ________________________________________________

_______________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                

	EVALUATION REVIEW MEETING

Purpose:              ڤ  initial evaluation          ڤ  re-evaluation      ڤ   termination of eligibility

Participants:
_____________________      ______________________       __________________     _______________________                                                                                                                                                                                       

Special Education Provider(s)             General Education Teacher(s)                Parent(s)                                    District Representative

_____________________       ______________________       __________________     _______________________                                                                                                                                                                                        

Evaluation Staff                                                                                                                                                        Other                

            IEP Meeting, Date/Time/Location:                                                                                                             

	EVALUATION PLAN

Review of Existing Evaluation Data:
ڤ   School Data  

ڤ   Parent Input/Reports/Evaluations
ڤ   Classroom-based assessments/observations 

ڤ   Observations by teachers/related service providers
Is additional data needed to determine:  (If yes, list specific assessments.)

1.    Eligibility?   ____ Yes   List: _______________________________________________________________________________                                                                                                                                                             

                        ____ No additional data needed**.  Rationale:  ________________________________________________________

                                 Continued Eligibility Recommendation: __________________________________________                                                                                                                                                   2.    Present Levels of Performance?  ____ No  ____ Yes   List: ______________________________________________________                                                                                                                                                         3.    Need for Special Education?____ No  ____ Yes  List: __________________________________________________________                                                                                                                                                              4.    Need for Additions or Modifications to Special Education? ____No _____Yes    List: ___________________________________

       (to enable child to meet measurable goals and objectives)

 Request for Consent to Evaluate                                       Date:________________                                                                                                                       

  ڤ   CONSENT: I agree with the evaluation plan, and request that it be implemented.  I also give my consent for disclosure of any information from my child’s record’s that may be needed to determine eligibility for school-based health services that may be Medicaid reimbursable.  I have received a copy of my procedural safeguards.
 ڤ   REFUSE TO CONSENT:  I do not agree with the evaluation plan and request that it not be completed.  I have received a copy of my procedural safeguards.

_______________________________________________     _____________                                                                                                                                                                                                                                                             (Signature of Parent/Guardian/Surrogate/Student (if over 18)                            Date


Date of Office Receipt of this Permission to Begin Evaluation:

Distribution: Director, Case Coordinator, Parent

**Note:  If no MET report is required, Existing Evaluation Data is attached as page 2 of this Plan.
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