STILLWATER CENTRAL SCHOOL DISTRICT
334 North Hudson Ave.


Stillwater, NY 12170

Intervention Team Referral Form

Please fill out this form in its entirety and forward it to the guidance office.  

Person Completing Form:       






(Please Print)
Parent is aware of this referral?        FORMCHECKBOX 
 Yes (continue)             FORMCHECKBOX 
 No (contact before continuing)  
IDENTIFYING INFORMATION

Name of Student:       
Grade:       
DOB:       



Name of Parent/Guardian:       
Please describe the extent of parental involvement:


Phone contact with parents. Dates:       

Written correspondence to parents. Dates:      

Parent conference. Dates:       
Comments:       
Reason for the Referral:

Briefly describe the academic, behavioral, or emotional problems the student is currently presenting/experiencing, including the conditions when the problem exists. 

     
Briefly describe the strengths the child possesses in school (math, language, visual, kinesthetic, musical, other academic, social/emotional, creativity, and motor development).
     
What in-class interventions have been used with this student to address the stated problem(s)? These may include academic or behavioral interventions, modifications, accommodations, or differentiated instructional practices.  *Attach Samples

	Classroom Interventions
	Dates: Began/Ended
	Person(s) responsible

	     
	     
	     


	     
	     
	     


	     
	     
	     



Expand/Explain:  What interventions worked? What didn’t? Why?

     
Student Assessment Levels: How student is functioning day to day in the area of concern as assessed by tests, teacher observation, homework, and class work?

     
Please describe the student’s academic performance (where applicable)

AG=Above grade
G=Grade level

BG=Below grade level
	     
	Math Computation
	     
	Math problem solving

	     
	Word attack skills
	     
	Reading fluency

	     
	Reading comprehension
	     
	Vocabulary understanding

	     
	Writing mechanics

	     
	Organizational skills

	     
	Listening comprehension


Please list other staff* who may have pertinent information regarding the student that should be included in the SST process (e.g. administrators, speech, OT, PT, school counselor, psychologist, nurse, cafeteria, school bus, etc.). The people listed will be sent an invitation to attend the SST meeting and they will have an opportunity to share information on the student.  

*If referral concerns include behavioral issues that are occurring across settings, it is important to include these staff members.  

     
Specifically, what type of assistance would you like to receive from the Student Service Team?

     
