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REFERRAL FOR EARLY CHILDHOOD EDUCATION EVALUATION

Child=s Legal Name

(First) (Middle) (Last)
Birth Date M__ F
Address City Zip Code
Home Telephone Resident School District School
Name of Father or Guardian Work Phone Cell Phone
Name of Mother or Guardian Work Phone Cell Phone

Sibling(s): Names and Ages

Did someone suggest this referral to you? Yes No
If yes, who? Child & Family Connections (El) Doctor Preschool screening
Private therapist School District Preschool/Daycare Other

Please check the areas of development that concern you.

'Speech /Language Articulation Skills|
My child does not talk yet

__ My child does not talk as much as other children his or her age

__ My child does not speak much and is difficult to understand

__ My child speaks in phrases or sentences but is difficult to understand

__ If speech/language is your only concern, has your child been screened by the district speech therapist?

Cognitive Skills

Check all that apply. My child does not know: matching sorting colors
shapes numbers letters

| am concerned about my child’s attention span
| am concerned about how my child expresses anger or frustration

| am concerned that my child does not cooperate with adult directions

| am concerned that my child has difficulty accepting changes in routine

I am concerned about

play skills fine motor skills (color, cutting) sensory processing
social skills gross motor skills (running, jumping) communication skills
Supporting education for all children in the community school districts:
53 QOak Brook 95 Brookfield-LaGrange Park 103 Lyons 181  Hinsdale
61 Darien 96 Riverside 105 LaGrange South 86 Hinsdale High School
62  Gower 101 Western Springs 106  LaGrange Highlands 204 Lyons Township High School
92.5 Westchester 102 LaGrange North 107  Pleasantdale 208 Riverside-Brookfield High School

94 Komarek



Do you have any other concerns about your child?

ILanguage Information|

Is English the main language spoken in your home? Yes No
If not, what language is spoken? Which language is spoken most often by your child?
Which language is heard most often by your child? Can one parent communicate in English?___

[Evaluation Information|

Has your child been evaluated by anyone in the last year? Yes No
Occupational therapy. If yes, where

Physical therapy. If yes, where

Speech/language therapy. If yes, where
Other. (Specify). Where

Service Information|

What services does your child currently receive?

Does your child have an El service coordinator? If yes, who is it?

'School Experience|

If your child has attended or is attending a preschool or day care program, please indicate:
Name of school Teacher/Director Name
Address

Phone Dates of attendance

IMedical History|

Has your child had a hearing test in the last six months? Yes No
If yes, When By whom Results
Has your child had a vision test within the last six months? Yes No
If yes, When By whom Results

Does your child have any diagnosis which might affect educational programming? Please specify.

Does your child have any other health needs?

Signature of Parent Date Signature of District Representative Date
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