[image: image1.jpg]


Southern California Assessment Center for the Deaf 
3044 Horace St.
Riverside, California 92506

Phone: (951) 248-7700 ex 6542 
Video Phone: (951) 824-8015 

Hello,
Thank you for requesting an evaluation from the Southern California Assessment Center for the Deaf and Hard of Hearing.  We are located on the campus of the California School for the Deaf, Riverside.  We accept referrals from school districts all over the Southern California area.

This referral packet comes in 3 parts:
· Part 1: is the District Application.  This is to be completed by the individual who will remain the contact throughout the testing process and who will be attending the Assessment Review meeting at the end of the evaluation.  Parts 1, 2 and 3 should all be returned to the Southern California Assessment Center as a completed packet.
· Part 2: is for the Current Classroom Teacher.  This is to be completed by the classroom teacher(s) and returned to the District Representative who completed Part 1 of the Application.   

· Part 3: is for the Parents / Guardians.  This is to be completed by the parents/guardian of the child being referred.  The completed questionnaire should be returned to the District Representative who completed Part 1 of the application.

We appreciate your time and efforts in completing this paperwork.  It is crucial to the assessment process as it helps identify the specific referral question(s) and allows our staff to identify what evaluation tools to use during the assessment process.
Attached you will find all three parts of this application.  Please distribute, and then collect, Parts 2 and 3 to the respective parties.  It is crucial to the assessment process as it helps identify the specific referral question(s) and allows our staff to identify what evaluation tools to use during the assessment process.  Once you have collected all three parts, return them to our department.  Once we have received the completed Referral Application, our staff will review the file and determine if we can provide the needed assessment.  Our secretary will then contact the family of the referred child to set up the testing schedule.  The testing usually takes up to 4 days to complete.  The child and his/her guardian or parents are welcome to stay in the dorms at the California School for the Deaf, Riverside at no cost or information on local lodging will be provided.  Should the family chose to stay off-campus during the assessment period, this will be at their own expense.  Meals will be provided in the school cafeteria.  Finally, our secretary will contact the District Representative and schedule the final Assessment Review meeting.

Thank you in advance for your interest.  If you have any questions, please free to contact us at (951) 248-7700 ex 6542 (Voice) or (951) 824-8015 (VP).

M. Natasha Kordus, Ph.D.
Supervisor Assessment / Behavior Services

Clinical / School Psychologist, PSY LIC #18501

Southern California Assessment Center for the Deaf and Hard of Hearing

California School for the Deaf, Riverside

3044 Horace Street

Riverside, CA 92506
Southern California Assessment Center
for the Deaf and Hard of Hearing
Referral Application
Part 1

I. PERSON/LIASON RESPONSIBLE FOR REQUESTING THIS REFERRAL

Name of School District



II.  GENERAL INFORMATION ABOUT THE STUDENT BEING REFERRED

III.   EDUCATION/SERVICES

IV.   MEDICAL INFORMATION

V.  SUPPORT SERVICES





Date of Referral:                                           Child's Name: _____________________________                                                           





Date of Birth:                                               Age:                                 Sex: _________________                                  





Parent or Guardian's Name: _____________________________________________________ 





Address:                                                                                                                                        _             


                        (Street)                                 (City)       	 	            (Zip)      	                                       (County)





Home Phone: _______________________________Work Phone: _______________________                                                     


                                                                                        (V/VP)                                                                             (V/VP)


Reason for Referral: 


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________


_____________________________________________________________________________











Name: ______________________________ Official Title: _____________________________





Address: _____________________________________________________________________





Phone: _______________________________________________________________________


            (V/VP)





I understand that as the individual making the referral, I will continue to act as a liaison and attend the final meeting to discuss the results of testing.


                                                                                                                                                      





                                                                                                    					  


   (Signature)                                                                                                                                                                      (Date)











1. Name of School District: ______________________________________________________





2. School where pupil currently attends: 					________________





3. Current grade level: 		


                                                                                                                        


4. Type of program:  





             Hearing Impaired (Deaf, Hard of Hearing) 





	 Communicatively Handicapped (non-vocal)





	 Special Day Class				      Physically Handicapped





			 Learning Disability	            		 Regular


	


			 Home Instruction	              		 Preschool





	 		 Autistic	                  		 None                  





			 Multi-handicapped			 Other: _______________________





 5. How long has this child participated in the present program? _______________________     


                                                                 


 6. Is the child making academic progress as expected?  Yes        No_____                                          





 Comment:___________________________________________________________________





____________________________________________________________________________





7. Schools that this child has attended (include preschool):








Name of School (Location)�



Dates Attended�



Grade Level�



Type of Class�
�



�



�



�



�
�



�



�



�



�
�



�



�



�



�
�



�



�



�



�
�



�



�



�



�
�















1. Has the child's vision been checked recently?        Yes____________ No: _______________                    





     If so, what were the results?							________________





     Does this child wear glasses/contacts?                  Yes ____________ No: _______________


                    


2.  Does the child wear a hearing aid?                        Yes____________ No: _______________ 





     Does this child have a cochlear implant?              Yes____________ No: _______________





     What are the dBHL results?    Left ear: ________________    Right ear: _________________                  





3. Do you believe that there may be a neurological, physical, or genetic problem? 


    


     						Yes____________ No: _______________                    





    If so, describe the problem: 								_________


									_______________


									_______________





4. Is this child on a restricted diet / any medicine?  Yes____________ No: _______________                    





   If so, describe the problem 								_________


									_______________


									_______________





5. Do you suspect there is an emotional component contributing to the child's problem?  


    


Yes____________ No: _____________                    





   If so, describe the problem:___________________________________________________ 


__________________________________________________________________________


__________________________________________________________________________


__________________________________________________________________________


__________________________________________________________________________


__________________________________________________________________________








1. Persons or Agencies (i.e. school admission and discharge committee, school assessment team) that have assessed this child. Include copies of all available reports. 








Date�



Agency�



Attached Report


(Yes/No)�
�



�



�






�
�



�



�






�
�



�



�






�
�



�



�






�
�
                                                                                          


2. Psychological and Educational Intelligence and Achievement Test Results:


   (Use back of sheet if necessary. Include copies of reports when available)








Name of Test�



Date�
�



�



�
�



�



�
�



�



�
�



3. What other personal information might be helpful to the diagnostic staff? ________________


_____________________________________________________________________________


(Use back of sheet if necessary)





APPLICATION FOR ASSESSMENT SERVICES - SCHOOL DISTRICT REPRESENTATIVE RReREPRESENTATIVE





FOR OFFICE USE ONLY








Application received: (Date) ___________________________________________________�__                                  





Application reviewed: (Date) ____________________________________________________                                 





Appointment set: (Date) ________________________________________________________                                  


              


Appointment: (Date) ___________________________________________________________                                  
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