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A COMMUNITY APPROACH TO THE WELFARE OF CHILDREN
Building Better Lives




           Educational Liaison Referral Form
THIS SECTION FOR KIDS CENTRAL EDUCATIONAL LIAISON/SUPERVISOR USE ONLY

DATE REFERRAL RECEIVED:        

DATE INITIAL CONTACT MADE:        
METHOD OF CONTACT:  IN PERSON  FORMCHECKBOX 
   LETTER  FORMCHECKBOX 
    PHONE  FORMCHECKBOX 
   OTHER  FORMCHECKBOX 

DATE OF REFERRAL:__________________ 
CHILD’S NAME: _________________________________________________  DOB: __________
A. CONTACT INFORMATION
1) CAREGIVER NAME:  ___________________________________________________________
2) ADDRESS:  __________________________________________________________________
3) CURRENT SCHOOL: __________________________________________________________
4) COUNTY OF SCHOOL: __________________5) GRADE LEVEL: ________   6) AGE: ________
7) TELEPHONE NUMBERS:  HOME  _________________   WORK  _________________  CELL ______________________
8) STATUS OF CASE:   SHELTER  FORMCHECKBOX 
    ADJUDICATED DEPENDENT  FORMCHECKBOX 
   ADJUDICATION WITHHELD  FORMCHECKBOX 
   TPR/OTHER  FORMCHECKBOX 

B. EDUCATIONAL CONCERN/ REASON FOR REFERRAL

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
C. EDUCATIONAL BACKGROUND/ RISK ASSESSMENT:

 (Please provide as much as you know)
 FORMCHECKBOX 
 Reading Concerns: ____________________________________________________________________________________
 FORMCHECKBOX 
Math Computation Concerns: ____________________________________________________________________________
 FORMCHECKBOX 
Writing _____________________________________________________________________________________________
 FORMCHECKBOX 
Spelling _____________________________________________________________________________________________
 FORMCHECKBOX 
Handwriting _________________________________________________________________________________________
 FORMCHECKBOX 
Health concerns: _______________________________________  FORMCHECKBOX 
Physical complaints  FORMCHECKBOX 
 Sleeping in class   FORMCHECKBOX 
 Vision Concerns

 FORMCHECKBOX 
Attendance concerns: __________________________________________________________________________________
 FORMCHECKBOX 
Behavioral Concerns: __________________________________________________________________________________
 
 FORMCHECKBOX 
Defiance of rules  FORMCHECKBOX 
Cheating/Stealing  FORMCHECKBOX 
Disruptive Argumentative  FORMCHECKBOX 
 Inattentive Verbally


 FORMCHECKBOX 
Inappropriate attention seeking  FORMCHECKBOX 
Mood swings  FORMCHECKBOX 
Peer relationships  FORMCHECKBOX 
Negative attitude  FORMCHECKBOX 
Aggression

 FORMCHECKBOX 
Drop in grades  FORMCHECKBOX 
Inconsistent daily work  FORMCHECKBOX 
Following directions  FORMCHECKBOX 
Motivation Participation  FORMCHECKBOX 
Homework Completion 

 FORMCHECKBOX 
Organization  FORMCHECKBOX 
Frustration

Other: ________________________________________________________________________________________________________________________________________________________________________________________________________________
Educational Risk Factors(check any that apply)
 FORMCHECKBOX 
History of psychological trauma

 FORMCHECKBOX 
Psychological/psychiatric needs (e.g. hospitalizations, diagnoses)

 FORMCHECKBOX 
History of serious medical problems (e.g. traumatic brain injury, serious illness)

 FORMCHECKBOX 
Exposure to toxic substances (e.g. fetal alcohol syndrome, positive tox, lead poisoning)

 FORMCHECKBOX 
    Extended periods of time out of school- comment:_____________________________________________________ 
 FORMCHECKBOX 
    Two or more years behind in school and not performing on grade level. 

 FORMCHECKBOX 
    History of serious behavioral problems 
 FORMCHECKBOX 
Student not making academic progress (reading/math grade levels unchanged for years)

 FORMCHECKBOX 
Teachers/evaluators/other professions recommend a change in services

 FORMCHECKBOX 
Services not addressing medical needs/physical impairments

 FORMCHECKBOX 
Student is chronically truant

 FORMCHECKBOX 
Chronic non-attendance/truancy

 FORMCHECKBOX 
Not enrolled in a program or school for more than 5 days because:___________________________________________ 
 FORMCHECKBOX 
Suspensions / repeated disciplinary actions (e.g. removals, suspensions)
 FORMCHECKBOX 
Discharged from school (e.g. school took of register or placed into GED)
 FORMCHECKBOX 
Intellectually challenged, autistic or multiple disabilities
 FORMCHECKBOX 
Designated to obtain a Special Diploma
C. COMMENTS / NOTES
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
NAME OF PERSON COMPLETING FORM: ___________________________________________________________      
RELATIONSHIP TO CHILD: __________ PHONE NUMBER: ________________  EMAIL: _____________________
Please attach student’s grades, attendance records and all educational records 
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