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Hello,

This application is Part 3 of the referral packet to 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.  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. 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.
Attached you will find Part 3 of the referral packet.  Please complete this application and return it to your district representative responsible for making the referral.  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 you, the parents/guardians of the referred child, to set up the testing appointment.  The testing usually takes up to 4 days to complete.  You and your child 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 you chose to stay off-campus during the assessment period, this will be at your 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. If you have any questions about the assessment process, please contact your district representative or contact us at (951) 248-7700 ex 6542 (Voice) or (951) 824-8015 (VP).

M. Natasha Kordus, Ph.D.
Clinical and School Psychologist, PSY LIC #18501
Supervisor Behavior and Assessment Services
Southern California Assessment Center for the Deaf and Hard of Hearing
California School for the Deaf, Riverside
3044 Horace Street
Riverside, CA 92506
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Referral Application
Part 3
 (
APPLICATION FOR ASSESSMENT SERVICES 
–
 
PARENTS / GUARDIANS
 
RRe
REPRESENTATIVE
)

         

I. GENERAL INFORMATION
 (
Date: __________________________
Child’s Name: ________________________________________________________
Sex: ___________________
Birth date: ________________________________
Student’s photo
)


















II. PARENT/GUARDIAN 1
 (
Parent 1/ Guardian 1
 History
Name: ________________________________ Birth date
:_
_______________________
Relationship: (check one)
Parent
Grandparent
Step Parent
Other Relative
Foster Parent
Court Appointed G
uardian
Home Address: _________________________________________________________________
Home Phone: (____) ______________________ Business Phone: (_____
)_
_________________
                                                 
                    
   (V/TTY/VP)                                                            
         
  (V/TTY/VP)
Occupation: ________________________________________
Any major medical problems?
 Yes_____ No_____   If yes, please describe: _________________
______________________________________________________________________________
Deaf or 
Hard of H
earing?
 
Yes_____ No_____   Presently living with family: Yes_____ No _____ 
If no, why?
  
Deceased? _______
_  Divorced
 /S
eparated? ____
______Other: _________________
)[image: ][image: ][image: ][image: ][image: ]















































III. PARENT/GUARDIAN 2
 (
Parent 2/ Guardian 2
 History
Name: ________________________________ Birth date
:_
_______________________
Relationship: (check one)
Parent
Grandparent
Step Parent
Other Relative
Foster Parent
Court Appointed G
uardian
Home Address: _________________________________________________________________
Home Phone: (____) ______________________ Business Phone: (_____
)_
_________________
                                                 
                    
   (V/TTY/VP)                                                            
         
  (V/TTY/VP)
Occupation: ________________________________________
Any major medical problems?
 Yes_____ No_____   If yes, please describe: _________________
______________________________________________________________________________
Deaf or 
Hard of H
earing?
 
Yes_____ No_____   Presently living with family: Yes_____ No _____ 
If no, why?
  Deceased? ________ Divorced /S
eparated? ____
_____Other: ___________________
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IV. OPTIONAL GUARDIAN 
 (
Guardian’s History 
 (
if
 applicable)
Guardian’s Name: ______________________________________________________________
Home Address: ________________________________________________________________
Home Phone: (____) ____________________ Business Phone: (____
)_
___________________
                                                
                           
 (V/TTY/VP)                                                            
                            
(V/TTY/VP)
Relationship to C
hild: ____________________________________________________________
How long has 
the 
child lived with guardia
n? __________________________
________________
)

















V. FAMILY RELATIONSHIPS
 (
1. Who are the members of the household?
Name
Birth Date
Relationship to Evaluation Child
Level of Education
Deaf/
Hard of Hearing
2. Is this child adopted? Yes_____ No_____ 
If yes, give name and address of agency assisting with adoption: _____________________________________________________________________________
_____________________________________________________________________________
3. Is this child a foster child? Yes_____ No_____ If yes, who is the legal guardian
?_
___________
4. Is more than one language spoken at home? Yes_____ No_____ If so, which language(s):
_____________________________________________________________________________
)





























VI. FAMILY MEDICAL CONDITIONS
 (
Does anyone in the family have any of the following conditions?
Please elaborate (e.g. who has the condition)
Condition
Name
Describe
/Specific Diagnosis
ADHD
Allergies
Anxiety Disorder
Arthritis
Blood Diseases
Cancer 
Cerebral Palsy
Congenital Malformations
Depression
Developmental Delays
Diabetes
Heart Disease 
High Blood Pressure
Kidney Disease
Learning Problems
Motor Problems
Mental Illness (
i.e. schizophrenia
)
Miscarriages
Seizures
Vision Problem
)

















































VII. PREGNANCY 
 (
The following questions refer to the child to be evaluated:
1. How was the mother’s health 
before
 this pregnancy? _____________________________
2. How was the mother’s health 
during
 this pregnancy? _____________________________
3. Did mother have any diseases or infections during this pregnancy?  Yes_____ No_____    
    If yes, what did she have during which month(s) and what was the treatment? 
   (e.g., flu, measles)_________________________________________________________
   ________________________________________________________________________
4. Did mother suffer any accidents, trauma, mental or physical strain during 
this
    
pregnancy
?  
Yes_____   No_____ If so, what?
 _________________________________
5. Did mother smoke during pregnancy? Yes_____ No_____ If yes, how much? __________
6. Did mother use alcohol or recreational drugs during pregnancy? Yes_____ No_____ 
    If yes, to what extent? ________________________________________________________
7. Did mother have any of the following symptoms? Check and describe:
Symptom
s
Yes
Describe
Nausea and Vomiting
Hospitalizations
Fevers
Swelling
X-Rays
8. In what month did she consult her physician? ___________________________________
9. Did she have regular examinations during her pregnancy? Yes_____ No_____
10. How many pounds did she gain during her pregnancy? ___________________
11. During pregnancy, were any special medicines taken? Yes_____ No_____ 
      If yes, please list:
       ________________________________________________________________________
       ________________________________________________________________________
12. Any other issues that should be highlighted: 
_____________________________________
)
















































VIII. BIRTH HISTORY
 (
1. Birth Weight______________________________
2. 
Was
 the child premature? Yes_____ No_____
3. At what month was the child born
?_
____________________
4. Were there any problems during delivery? Yes_____ No_____ If yes, explain
:_
________
    ________________________________________________________________________
     ________________________________________________________________________
5. How long was labor
?_
_______   6.  Was labor induced? _____ 
or
 spontaneous?________
7. Were instruments (forceps) used? Yes_____ No_____
8. Was Caesarian section used? Yes____ No___
_  Was
 it an emergency?
 
Yes____ No____
9. Was anesthesia used? Yes____ No____
10. Was the child born head, feet (breech) or side/shoulders first? ______________________
11. 
Was
 there a blood incompatibility (e.g., Rh factor)? Yes____ No____
12. Were any abnormalities noticed at birth? Yes_____ No_____ If yes, describe
:_
_________
      ________________________________________________________________________
      ________________________________________________________________________
13. Was the baby blue? Yes_____ No_____
14. Was the baby yellow (jaundiced)? Yes_____ No_____ For how long
?_
_______________
15. Was there any difficulty in initiating breathing? Yes_____ No_____ If so, what was done?
    ___________________________________________________________________________
16. Was oxygen administered? Yes____ No____
17. Were blood transfusions given? 
Yes_____No
____
18. Was the child in an incubator? 
Yes____No
___ or require other special care? Yes___ No___
     
If so, for how long?
 ________________________________
)
















































VIII. BIRTH HISTORY (cont.)
 (
19. On what day was the child discharged from the hospital to home
?_
__________________
20. Was there any evidence of paralysis? Yes_____ No_____ 
       If yes, when was paralysis first noticed
?_
______________________________________
21. Were there any convulsions? Yes_____ No_____ 
      If yes, when was the first convulsion
?_
_________________________________________
                                                                                                                                                                                            
     
22. Has the child been treated for seizures? Yes_____ No_____ 
      If so, what kind of treatment?
 
________________________________________________
      ________________________________________________________________________
23. How was the child's health during the first month of life?  Describe
:_
________________
      ________________________________________________________________________
                                                                                                                                                                                                   
      ________________________________________________________________________
      ________________________________________________________________________
24. Were there any feeding problems? Yes_____ No_____ 
      If yes, please describe:
 
_____________________________________________________
     
________________________________________________________________________
 
    ________________________________________________________________________
     ________________________________________________________________________
25. Describe the child's behavior as an infant (e.g., did he/she cry a great deal, sleep a lot, etc.)
     
________________________________________________________________________
 
    
________________________________________________________________________
                                                                                                                                                                                                   
     
________________________________________________________________________
                                                                                                                                                         
    
)
















































IX.     HEARING LOSS
 (
1. When did you first notice the child had a hearing loss
?_
_____________________________
 
2. What type of hearing loss does the child have? 
                          Sensorineural______ Conductive______   Mixed______
                                                                                                                                                                                                                                 
3. What degree is the loss?
                           Mild (24-40 dB) __________    Moderate (40-65 dB)
 
________
                           Severe (65-90 dB
)
 
 _
_______    Profound (90 + dB)
 
  ________
4. Does child have Cochlear Implant(s)? Yes_____ No_____ 
    If yes, how old was child when h
e/she received Cochlear Implant
? ____________________
5. Does the child have hearing aids? Yes_____ No_____
     
If so, how many?
 1___2___ 
     At what age did the child receive hearing aids? ____________
6. How many hours per day 
does
 the child wear hearing aids? _______________
7. Does the child use speech? Yes_____ No_____
    Describe
:_
__________________________________________________________________  ______________________________________________________________________
8. What form of communication does your child use at home? 
                       Speaking ______          Gestures______               Fingerspelling______
 
           Writing ______            Sign Language______      None______
9. What form of communication do you use in communications with your child?
Speaking ______          Gestures______               Fingerspelling______
 
            Writing ______            Sign Language______      None______
                                                                                                                                                         
)













































          
 
X.    DEVELOPMENTAL HISTORY
 (
                                            
At what age did the child do the 
following:
1.
Roll over_____
6.
Feed self_____
2.
Sit alone_____
7.
Ride tricycle_____
3.
Crawl_____
8.
Ride bicycle_____
4.
Walk with help_____
9.
Use simple phrases_____
5.
Walk without help_____
10.
Use complete sentences_____
11.
At what age was the child toilet trained? Bowel_____ Bladder_____
12.
Can the child dress self? Yes_____ No_____
13.
When did you first receive services for the hearing loss
?_
______________________
14.
Does the child have any sleeping problems? Yes_____ No_____
Describe
:_
________________________________________________________________________________________________________________________________________
15.
Has this child had any bad accidents (eats harmful substances, breaks bones, falls, 
burns
)? Yes_____ No_____ 
If yes, what were they and at what age did they occur?
 
____________________________
________________________________________________________________________
________________________________________________________________________
16.
Does the child have hand coordination problems? 
Yes_____ No_____
Describe
:_
________________________________________________________________________________________________________________________________________
)
















































XI.     HEALTH
 (
Identify any diseases that the child has had. Give the age of the child at the time of disease and length of the illness in months or years.
Disease
Age at time of D
isease
Length of Illness
Allergies 
(hay fever, foods, etc.)
Anemia
Asthma
Bronchitis
Chickenpox
Chronic Cough
Croup
Convulsions
Diabetes
Infections
Encephalitis
Frequent Colds
Headaches
High Fever
Jaundice
Kidney Disease
Measles
Meningitis
Mumps
Paralysis
Pneumonia
Rheumatic Fever
Skin problems
Vomiting Spells
Other
)















































XI.     HEALTH (cont.)
 (
                                            
1. Were there any after-effects to these diseases? Yes_____ No_____
     If yes, please explain the after effects:
     ________________________________________________________________________
     ________________________________________________________________________
2. Has this child ever had physical or occupational therapy? Yes_____ No_____ 
    If yes, when was the therapy done? ____________________________________________
    _________________________________________________________________________
3. Has this child had any eye problems? Yes_____ No_____
   Describe
:_
_________________________________________________________________
    _________________________________________________________________________
4. Does the child walk unassisted at the present time? Yes_____ No_____
   Explain: _________________________________________________________________
    ________________________________________________________________________
5. Does the child wet his/her pants? Yes_____ No_____   If yes, how often
?_
____________
6. Does the child soil his/her pants? Yes_____ No_____   If yes, how often
?_
____________
7. Does the child wet in the bed? Yes_____ No_____       If yes, how often
?_
____________
8. Is the child allergic to any specific medicine? Yes_____   No_____
    If yes, identify
:_
___________________________________________________________
9. Describe briefly any major medical, surgical, or orthopedic problems: ________________
     ________________________________________________________________________
     ________________________________________________________________________
)















































XI.     HEALTH (cont.)
 (
                                            
1. What persons or clinics (including physicians, surgeons, osteopaths, chiropractors, healers) 
     
have
 attended this child?
Name and Address
Condition Treated
Dates
2. Has this child ever been hospitalized? Yes_____ No_____  
   
3. What condition was treated? _________________________________________________
4
. Is child on any medication now? Yes_____ No_____ 
    If yes, what conditions are being treated and what medication was prescribed?
   
 
 
________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
)
















































XII. SCHOOL HISTORY
 (
                                            
1.
 List all public and private schools your child has attended outside of your present district in 
      
order of attendance (use back of sheet if necessary):
Name of School
City and State
Dates Attended
Type of Class
1. What is your child’s attitude toward school? Does child enjoy school? 
Any behavior problems?
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
2.  If your child is not in school, what services is he/she receiving
?_
____________________
     ________________________________________________________________________
3. What are your main concerns about your child at the present time and what questions 
would
     
you
 like answered by our assessment?
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
4. Describe the development of any problems and what you think may be causing them and 
    
what
 you have been told about such problems:
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
)

















































XII. SCHOOL HISTORY (cont.)
 (
                                            
5. What have you tried to do in the past to deal with the problems?
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
6. Is there any similar problem with any other member of the family? Yes_____ No_____
    If yes, please describe:
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
7. Is your child currently being seen elsewhere, or have you made an appointment with 
    
any
 other agency for evaluation? If so, please list agency/agencies:
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
8.  Regional Center?
 Yes _____ No _____
9. California Children’s Services? Yes _____ No _____
10
. Additional comments by parents:
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________
     
)

















































XIII. SIGNATURE PAGE
 (
If available, please attach a recent snapshot of your child and/or child with the family. More than 
one
 picture can be attached.  Please identify each member pictured by writing their names below 
the
 picture or in order on the back.
Information given by____________________________________________________________
Signature                                   
              
                   Date
Name printed or typed
:_
__________________________________________________________
Relationship to child
:_
___________________________________________________________
)




























	Note: If you wish for us to contact your child’s doctor, therapist, or other service agency we will have a release form for you to sign on the first day of scheduled testing. Please bring the necessary contact information for these agencies and inform us that you have it so the release form can be completed. Thank you.


 (
Thank you for your time and effort in filling out this questionnaire
.
)
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