
 

    
  

School Social Work Support Consult/Referral 

(For Students on IEP or REED Process) 
Student’s Name:  __________________________    

Date of Birth:   __________________________ 

Sex:     M or F        

School Name   __________________________ 

School Contact Name & Phone Number ____________________________________ 

Grade:    __________________________ 

Special Education Eligibility  No or Yes (if yes, please list) __________ 

Medical Diagnosis   __________________________                                 

Parents’ Names & Contact Information (including phone number and address):  
  

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Is there a current release of records form signed by the parent or guardian, giving permission 
to speak with the following agencies? If yes, attach the form.  

1.  Mental Health Involvement (if yes, please provide name and contact number):  

 Yes or No ___________________________________________________ 

2.  Juvenile Court Involvement (if yes, please provide name and contact number):  

 Yes or No ___________________________________________________ 

3.  Foster Care or DHS Involvement (if yes, please provide name and contact number):  

 Yes or No _____________________________________________________ 

4.  Medical Input (if yes, please provide name and contact number): 

 Yes or No _____________________________________________________ 

 



Reason for Referral (please be as specific as possible):  

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Reason for Request (check all that apply): 

___Social/Emotional Difficulties    

___Programming Interventions    

___Existing Medical Diagnosis   

___Other (describe) ____________________________________________________________ 

Services Requested: Conducted by GOISD Diagnostic Staff (check all that apply): 

___ Observation (conduct a classroom observation, possible student interview, and provide a brief written report of ideas)                                                                                                                            

___ Teacher Support (meet with classroom teacher and support staff to assist in social/emotional programming for 
students; general classroom management support) 

___ Consult and/or Direct Support (attend a meeting; offer ideas/recommendations for identified needs) 

 

Signatures (Required For Referral): 

 

_____________________________________ _________________________________ 

Principal from Referring School (Date)  Parent         (Date) 

 

_____________________________________  

Student’s Teacher    (Date)   

Referring teachers, please provide the school social worker with:  

• Student’s daily schedule (elementary or secondary)   Yes or Unavailable 

• Student’s current progress report    Yes or Unavailable 

• Summary of attendance for this school year   Yes or Unavailable 

• Student’s discipline reports for this school year  Yes or Unavailable 



 

 

 


