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Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

PROCEDURES FOR PRE-REFERRAL

As part of a child strategies or student assessment team, if it is determined that
intervention will be implemented, parent permission should be obtained by using the
General Education Intervention Parent Notification Form or other paperwork designed by
the intervention team.

As part of a child strategies or student assessment team, the student has been receiving
General Education Interventions and the school or parent wish to gather additional data
without a formal request for a multidisciplinary assessment, Consent to Gather
Additional Data form would be used.

As part of a child strategies or student assessment team, the school would like to gather
additional data without a formal request for a multidisciplinary assessment. The school
may use the Consent for School Psychologist Consultation for a school psychologist to
review records, observe, conduct interviews with teachers and/or students, or collect
progress monitoring data.
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NOTE:

Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

REFERRAL FOR OBSERVATION/CONSULTATION PROCEDURES

A referral can be made for observation/consultation from any of the following AWSSC
staff:

Autism Consultant

Assistive Technology Consultant

Behavior Consultant

Teacher of Blind Low Vision

Teacher of Deaf and Hard of Hearing

Orientation and Mobility Consultant

Social Worker
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Observation/consultation may consist of the following:

a. Teacher Consultation: A consultant will meet with the teacher for the purpose of
helping the teacher deal with a particular student in the classroom who is having
difficulties and when other methods the teacher has tried are not working.

b. Student Observation: A consultant can observe a student in a variety of settings.
The consultant will meet with the teacher to discuss the observation and any
recommendations.

c. Functional Behavior Assessment and Behavior Plan: A consultant can assist in
developing a functional behavior assessment (FBA) and a positive behavior
intervention plan (PBIP).

d. Short Term Intervention: A social worker may meet individually with a student at
the school for up to six sessions. Reasons for this service include a recent
change in school performance or behavior. This service is for the purpose of
providing an extra support for the student. It is not meant to be therapy or a
substitute for therapy. (If a student is receiving outside therapy, short term
intervention may not be appropriate, unless it is to address educational needs
only.) Once short term intervention is complete, a report is forwarded to the
contact person, the building coordinator, the parent, and the AWSSC file.

Referrals are completed in collaboration with the AWSSC Assistant Director.

The completed Referral for Observation/Consultation and Permission for
Observation/Consultation should be forwarded to the AWSSC Assistant Director.

The Assistant Director will forward the forms to the appropriate personnel.

a. |If consult is requested for AT, please complete the Referral for
Observation/Consultation form and Permission for Observation/Consultation for
and attach to referral.

b. If consult is requested for Blind Low Vision, please complete the Referral for
Observation/Consultation form and Permission for Observation/Consultation
form.

c. If consult is requested for DHH, please complete the Referral for
Observation/Consultation form and Permission for Observation/Consultation
form.



Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

PERMISSION FOR OBSERVATION/CONSULTATION

Student Name DOB

Your child has been experiencing some difficulties at school. To further assist your child, we
would like to request your permission for staff from Adams Wells Special Services Cooperative
to provide services which may include observation, staff consultation and student interview
at school to help improve your son’s/daughter’s learning experience.
If you have any questions, please contact your son’s/daughter’s teacher.
Thank you for your cooperation.

[ ] Yes,!Igive permission to provide the services described.

] No,Ido not give permission to provide the services described.

(Parent/Guardian Signature) (date)

For office use only: Date received by TOR:



GENERAL EDUCATION INTERVENTION PARENT NOTIFICATION FORM

Nate

Dear (parent name), Q
Your child, (student name), has been experiencing difficulties é‘ﬁ%h‘g :
1N

To promote success for your child, the following interventions are being implemented:

DIFFICULTY INTERVENT!
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I'hese interventions will be implemented beginning ¥ (date) for a period of

(length of time).

team or any of its members, at , to discuss your concerns. You have the right to initiate a formal
request for an educational evalgationat any time during this process.
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The strategies team will then reca%éo determine progress. You are welcome to meet with the strategies
y&im
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By working together, V@Ea%@ggeful that these interventions will increase vour child=s success in school.

4
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(Principal @?@@?ﬁpal’s Designee) (Classroom Teacher)
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£
40N CONSENT FORM
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I"give consent for my child, , to receive the intervention
services and support as designated above. The strategies team will monitor these services.

rarent/Guardian Signature Date
08/01/12



Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

CONSENT TO GATHER ADDITIONAL DATA

(date)

(student) has been involved in a process where he/she

has been receiving interventions in addition to their general education classes. As we continue
this process, we would like to conduct additional observations and/or screening assessments to

determine strengths and areas of need.

Possible specific area(s) of concern for review of additional screening and/or observation:

| hereby give my permission to allow school personnel to conduct the above screenings and/or
observations.

(Parent Signature) (Date)



Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

CONSENT FOR SCHOOL PSYCHOLOGIST CONSULTATION

, hereby give my permission for

(parent/legal guardian)

to respond to a request for assistance for

(school)

. In giving my permission, | understand that

(student)

any or all of the following may occur:

1

2.

Review of relevant records (reléases of information will be included)
Interviews with school staff or parents
Observation(s) of the student

Assessment (e.g., curriculum-based measures, review of work samples, behavior rating
scales, and other appropriate measures to determine interventions)

Other (please specify):

| further understand and agree that the information collected by the school district will be
reviewed and a course of action may be determined to address needs.

Name of Parent/Legal Guardian

Signature of Parent/Legal Guardian Date



Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

RESPONSE TO PARENT REQUEST
FOR RESPONSE TO INTERVENTION

Date request was made:

Reasons parent is requesting a Response to Intervention for

(student name)

The following plan has been agreed upon by school staff and parents to meet the academic
and/or behavioral needs of the student (see attached).

Date progress of student will be reviewed:

At this time, | withdraw my request for a formal multi-disciplinary evaluation Q
And choose to follow the intervention plan described above. [ ]

| understand that | may request a multi-disciplinary evaluation at any time during this
intervention process.

Signature of Parent/Guardian Date

Signature of Administrator or Designee Date



Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

VISION / HEARING SCREENING FOR INTERVENTIONS PROCEDURE
(Teacher completes the identifying information)

Student

DOB C.A.

School

Grade Teacher

Reason for Referral

Please check (for pre-referral):

Vision Q Hearing Q

Date Received:

Height: Weight:

Vision:
Wears Glasses:[__| Yes [__|No

Hearing: [__| Normal [__] Abnormal

Hearing Results:

Date referral letter sent to parent:
Needs Glasses: [ | Yes [__|No

Date referral letter sent to parent:

Medications Presently Taking:

Reason:

Dosage:

Other Information: (if yes, please indicate when) The student has had:

Operation

Broken Bones

Physical Exam

Paoison(s)

Seizures

Scoliosis

Life threatening illnesses

Other:

Student requests frequent medical attention  Date

Date
Date
Date
Date
Date
Date
Date

Date

Please return to

by

(date)



Interagency Eye Examination Report

Patient/Student Name: Date of Birth:

Address: City: State: | Zip:

Eye Care Specialist:
Please address each item below. Your thoroughness in completing this report will assist this patient in
receiving the appropriate educational services. Please send the completed from to:

Adams Wells Special Services Cooperative
925 North Main Street

Bluffton, IN 46714

Attn: Penny Moser, TSBLV

Fax: (260) 824-8654

Date of most recent eye exam:

Ocular History (e.g. previous eye diseases, injuries, operations, etc.):

Diagnosis (Primary cause of vision Prognosis: | Permanent | Recurrent Improving
loss):

Progressive | Communicable | Can Be
Improved

Treatment Recommended:

Visual Acuity: I can NOT register students with the state without best correction acuities.
Counts Fingers or Hand Movement is acceptable if acuity cannot be obtained.

Without Near OS: | Near OD: | Near OU: | Distant Distant Distant
Correction: 0Os. OD: Ou:
With Best Near OS: | Near OD: | Near QU: | Distant Distant Distant
Correction: os: ObD: (0]VE

Visual Field Test:
Is there any apparent restriction? | No | Yes, Please Describe:
Is visual field restricted to 20 No | Yes (give degree of loss)
degrees or less?

Muscle Function:
\ Normal \ Abnormal \ Describe:




Intraocular Pressures:

of NO Concern Of Concern | Explain:

‘ Color Vision: ‘ Normal ‘ Abnormal ‘ ‘ Photophobia: ‘ Yes ‘ No

Check the most appropriate statement:

This patient appears to have no vision.

This patient has a serious visual loss after correction.

This patient does not have a serious visual loss after correction.
This patient's vision functions at the definition of blindness due
to a brain injury or dysfunction.

Are there accommodations, adaptive equipment, or technology that you feel might benefit
student in the school setting?

Lighting:

Classroom Seating:

Writing Instrument:

Board or Overhead:

Handouts/Worksheets:

Textbooks | Regular Print Unaided

Regular Print with magnification (please specify)

Large Print (please specify size)

In your opinion is braille instruction needed? Yes No

In your opinion does this student need orientation and mobility training? Yes No
Please explain:

Please share any other restrictions or information that may be helpful in educational
planning for this student.

Eye Care Provider Phone

Provider Address City State Zip

Provider's Signature Date




SOCIAL AND DEVELOPMENTAL HISTORY

Student’s Name: o Male o Female
First Middle Last

School Attending: Grade: Date of Birth:

Parent’s Names:

Address:

Telephone: Home: Work: Cell:

Parent email address:

Legal Guardian Status (check one)

o 01 — Biological Parents 0 04 — Adoptive Parents
o 02 —Biological Mother o 05— Adoptive Mother
o 03 - Biological Father o 06 — Adoptive Father

Marital Status of Parents (check one)

0 Married o Single
o Divorced (check custodial status)
o Joint custody
o Sole custody (check which parent)
o Mother o Father

0 08 — Family & Children’s Sves.
o 09 - Court (specify)
0 10 — Other (specify)

o Married, living apart

Does child have visitation with non-custodial parent? o Yes o No
o Other (explain)
Father’s Occupation: Mother’s Occupation:
Stepparent’s Occupation:
List the name and ages of all people currently living at your child’s residence:
Name Relationship to Child Age and Primary
Education Level Language

What is your child’s primary language?

Are there other languages spoken in the home? © Yes o No Ifso, what language(s):

White: AWSSC Yellow: School

Pink: Parent/Guardian
Page 1 of 7



GENERAL:

What are your hopes or vision for your child?

What concerns do you have about or for your child?

In your opinion, why is your child being referred or evaluation?

Briefly describe your child’s current difficulties:

What would you like to learn from the evaluation?

MEDICAL AND DEVELOPMENTAL HISTORY

Describe any complications, medications, or other concerns experienced during the pregnancy (e.g., diabetes,
high blood pressure, toxemia, ect.):

Is your child taking the Meds? © Yes o0 No: Ifno, explain:

At the time of birth/delivery:
Was the child full term? o Yes o No Duration of pregnancy:
Cesarean Section? o Yes oNo Birth weight:

Please describe any complications with the birth, delivery, or after delivery:

List any serious illness, injury, hospitalization, surgery, or traumatic event Child’s age at time:
(e.g. diabetes, seizures, head injury, asthma, allergies, etc.):

Current Medical diagnoses (if any) Physician’s name Date of diagnosis

** Please attach any pertinent physician report or diagnostic statement
List all currently prescribed medications

Medication Dosage Prescribing physician and date prescribed

Page 2 of 7



Vision Problems? o Yes oONo Glasses? o Yes o No Contacts? o0 Yes o0 No

Date of last vision exam: Results:

Hearing problems: o0 Yes o No Age detected:

Tubes in ear: oYes 0ONo Date:

Hearing aids: o Yes oONo

Cochlear implant: 0 Yes oNo Date:

Date of last hearing exam: Results:

Has the child ever been to a counselor, therapist, psychologist or psychiatrist? s T o No

If yes, please explain:

Has your child been evaluated by someone other than the public school? o Yes o No
** Please attach a copy of the evaluation report.

Do you have a family history (biological parents, siblings, grandparents, aunts, uncles) of any of the following?
o Learning difficulties (reading, spelling, writing, math, organization)
O Speech or language difficulties (articulation, stuttering, organizing/recalling words, etc.)
o0 Emotional difficulties (depression, anxiety, mood swings, psychosis, etc.)
0 Cognitive difficulties (may have been called mental retardation or mental handicap)
Genetic medical conditions
o Abuse or domestic violence
O Substance abuse (drug or alcohol)
If so, please describe:

O

DEVELOPMENTAL INFORMATION

Age Age Age
Sat alone Spoke first word Toilet trained
Crawled Put  several words  together Stayed dry at night
Walked alone Spoke in complete sentences

Describe child’s early temperament (e.g. sensitive, irritable, active, passive, happy, stubborn, etc.)

Do you have any concerns about your child’s development or behavior? o Yes o No
If yes, please explain:

Are there conditions at home that may be influencing your child’s development and/or behavior (e.g., family,
Illness, marital issues, etc.)? o Yes o No
If yes, please explain:

ADAPTIVE BEHAVIOR
Does your child have any difficulty or delay in the following areas (check all that apply)? If so, please describe.

Page 3 of 7



Communication skills
o Making or producing speech sounds

o Understanding language

o Using language to communicate
0 Understanding social communications

o Reading/understanding body language and nonverbal communication

Oral motor skills

Chewing solid food
Drinking from a cup

Drinking through a straw

Excessive drooling
Swallowing problems

Sensitivity to different textures of food/drink

Oooooooao

Sensitivity to different temperatures of food/drink

Motor Skills
o Walking

o Running

0 Jumping
0 Climbing stairs

O

Walking on uneven surfaces

Balance

Manipulating small objects with hands

Using silverware or writing utensils

O
O
O
O

Tying shoes, using zippers, buttons. Etc.

Independent Living Skills
Feeding self
Dressing self

Personal hygiene

Toileting

Oo0ooonD

Bathing self

0 Performing assigned chores

Responses to sensory experiences

Does your child display any unusual or atypical behaviors, responses, or sensitivities in any of the following
areas?
Taste

Smell

Movement

Tactile/touch/texture

Visual

Auditory/filtering

Activity level/weakness

BE 3 B a B @

Other (please describe)

Patterns of Emotional Adjustment
Do you consider any of the following to be a problem for your child at this time (check all that apply)?

o Fidgets, is easily distracted, has a hard time staying o Often depressed/irritable mood
seated, has difficulty waiting for his/her turn o Low energy/fatigue
o Talks excessively, interrupts often, doesn’t listen o Shy

Page 4 of 7



o Often loses things, very disorganized compared to
others of his/her age

o Poor concentration

o Difficulty initiating task

o Difficulty completing tasks

o Difficulty following instructions

o Engages in impulsive behavior \(acts before thinking)

0 Immature compared to peers

o Engages in physically dangerous activities

o Often argumentative with adults

o Often actively defiant to adult requests and rules

o Often deliberately does thing to annoy others

o Blames others for own mistakes

o Often angry or resentful

o Somatic complaints of not feeling well

o Excessive separation difficulties

0 Easily frustrated

o Lies

o Steals

Please explain any checked items:

O
O
O
O
O

Feeling of worthlessness or low self-esteem
Withdrawn

Overly anxious or fearful

Sleeping too little/insomnia

Sleeping to much

o Difficulty making decisions

a
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Cries easily

Temper tantrums

Rapid mood changes/mood swings

Suicidal thoughts

Aggressive towards others: o Peers o Adults
Poor appetite

Overeats

Explosive temper with minimal provocation
0Odd fascinations

Unrealistic worry about future events
Excessive need for reassurance

Substance abuse o Drug 0 Alcohol
Other

Unusual or Atypical Behaviors

Does your child display any of the following behaviors (check all that apply)?
o Preoccupation with specific subjects, topics, or objects that is atypical in intensity or focus

Eccentric forms of behavior

Lack of awareness or sensitivity to the need or feelings of others
Facial expression or emotional responses that are not appropriate to or consistent with the circumstances
A need or desire to do things in a very specific way or order, or rituals that must be followed

m
m

O

m

0 Mannerisms or odd ways of moving his/her body
o Self injury or physical aggression toward others
o Difficulty understanding jokes or humor

o Difficulty adjusting to new surroundings

o Difficulty adjusting to change in plans or routines
o Others

Please explain any checked items:

SOCIAL SKILL INFORMATION

How does your child get along with adults at home?

Page 5 of 7



How does your child get along with brothers and sisters or other children in the home?

How does your child get along with peers?

Describe your child’s friendships:

‘What are your child’s favorite activities?

What are your child’s behavioral and social strengths?

What are your child’s behavioral and social weaknesses?

SCHOOL INFORMATION

List, in order of attendance, the schools your child has attended (for children 7 and younger, include prescho
And daycare center attendance)

School/Preschool/Daycare Dates of attendance
Has your child every repeated a grade? m il £ o No
If yes, what grade was repeated? What School?

Describe your child’s strengths at school:

What are your child’s weaknesses at school?

Page 6 of 7



Have there been any major changes in your child’s attitude towards school? o Yes o No
If yes, please describe:

Has your child been involved in any of the following (please check all that apply)?
Dates: For How long:

o Educational services from private entity
(e.g., private tutor, Sylvan, Learning Rx, Lindamood Bell, etc.)

0 Therapy services from private entity
(e.g., speech, occupational/physical therapy, vision therapy, etc.)

Counseling
Department of Children’s Services

Juvenile Court or probation

Hospitalization

First Steps

Jumpstart (ISTEP “Remediation)
Summer School

OOoODoODooooao

Evaluation from private entity

(e.g., psychological, academic/educational, mental health, behavioral, etc.)
o Other Early intervention program

If other, please list:

Please explain items checked:

“* Please attach any relevant reports.

Other information you believe may be relevant in the evaluation of your child:

Name of person completing this form: Date:

Page 7 of 7
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Adams-Wells opecial Services Cooperative (260) 0.24-5880
925 North Main Street Bluffton, IN 46714

Summary

Target Student Totals Control Student Totals

Category Total # of Behaviors/ Total # of Intervals | Overall %* | Total # of Behaviors/ Total # of Intervals | Overall %*

On-task

Verbal off-task

Motor off-task

Passive off-task

Out of Seat

Total

Frequency Observation: (totals) Requires Redirection/Assistance Asks for help Volunteers Verbal Qutburst
Total Time: 0 0 0

NUMBER OF STUDENTS: NUMBER OF TEACHERS: LOCATION OF STUDENTS DESK:

Narrative /Notes:
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Section C

ADAMS WELLS SPECIAL SERVICES COOPERATIVE

COMPONENTS IN THE PSYCHOLOGIST FOLDER

RE-EVALUATIONS

Psychologist:

Student: School:

Q Written Notice of Educational Evaluation

L] Parent Permission

g Psychologist Report + ED/OT/PT report, etc.

Eligibility Form (if eligibility, dismissal or change in categories was in question)
g Systematic Observation (as needed, if required by new eligibility)

g Exchange of Information / medical reports / psychological reports (as needed)
g Cdpy of parent cover letter sent home along with copy of evaluation report
| IEP (if working within a 50-day timeline)

Protocols (with everything not listed above inside)

|| Referral input form





