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Student Name ID # Date of Birth Date
Contact Information
Staff/Faculty Name Department Telephone Number
Language Spoken at Home
Parent Contacted Prior to referral-if Student/Parent Phone Numbers:
person is under 18 years of age? Home
[1Yes [INo Work
Cell
Where did the problem(s) occur? (Check all that apply)
1 Classroom 1 Campus
“1Home 1 Other (describe)
Student Strengths
[1 Positive attitude [ High expectations for self. (1 Transitions easily
[ Hard worker [J Organized [1 Takes pride in appearance
[0 Trustworthy [J Good sense of humor [ Athletic
[0 Works well in groups [J Cooperates [ Musically talented
1 Works well independently 1 Responsible "1 Artistically inclined
[1 Respectful of authority [] Creative 1 Other:
[ Motivated [J Has leadership qualities
Academic Concerns: (Check all that apply)
[0 Grades declining [0 Poor reading skills [0 Does not follow directions

[1 Slow rate of work

[1 Poor math skills

Low retention rate

1 Incomplete assignments

1 Poor writing skills

Disorganized

[1 Does not work well
independently

[1 Does not work well with
others

Other:

Behavioral Concerns: (Check all that apply)

1 Verbally disruptive

[1 Bullies others

Attention seeking behaviors

[1 Physically disruptive

] Destroys property

Steals/cheats/lies

[1 Physically aggressive [] Easily distracted Avoided by peers
[1 Verbally aggressive [ Hostile when criticized Easily frustrated
[0 Victim of bullying [J Argumentative/defiant Truant/tardy
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| Other:

|

Personal Concerns: (Check all that apply)

] Poor hygiene

[ Appears sickly

(] Burn marks

(1 Sleeps in class/lethargic

] Nausea/vomiting

(] Evidence of self-mutilation

| Agitated/nervous

[ Bloodshot eyes

| Obese or under weight

[ Difficulty moving/
uncoordinated

Other:

Other Comments/Concerns

Employee Signature

Women’s Center Staff Signature:
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Date:

Date:




