Principal/SELPA Screening and Assessment Unit*:      
School District:      
Address:      


Name of Patient:      
Date of Birth:      
Medical Record #:      
Date:      
Dear Mrs. Smith:

I am writing to refer my patient for assessment to determine eligibility for special education services and support. 

Current School/Child Care Setting:      
Reason for Referral:      
I request that the Local Unified School District assess this child in all areas of suspected disability for an Individualized Education Program or for accommodations or program modifications under Section 504.  This includes:
	 FORMCHECKBOX 
 Cognitive Development/Thinking Strategies
	 FORMCHECKBOX 
 Motor/Perceptual Development

	 FORMCHECKBOX 
 Communication Development
	 FORMCHECKBOX 
 Social/Emotional/Adaptive Behavior

	 FORMCHECKBOX 
 Educational/Academic
	 FORMCHECKBOX 
 Other:


I understand that all children are entitled to a free appropriate public education in the least restrictive environment.  I have informed the child’s parents that they will receive an assessment plan in 15 days. I have asked them to sign and return the assessment plan promptly so that the IEP meeting can be scheduled within 60 days after the assessment plan is returned to you.  
Please inform me of the results of these assessments and send me copies of any resulting IEP.  I plan / do not plan to attend the IEP.

I have enclosed the following:

 FORMCHECKBOX 
 Signed HIPPA release form 
 FORMCHECKBOX 
 Copies of completed evaluation components, including dates and results
 FORMCHECKBOX 
 Medical summary
 FORMCHECKBOX 
 Other relevant assessments, notes, and reports
Sincerely,
*Special Education Local Plan Area: For a listing go to: http://www.cde.ca.gov/sp/se/as/caselpas.asp
Updated: 12.10.09
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