








Preschool Referral DEC 1 (2a of 4) 


Student: _____________________________________________  
DOB:___________________

Previous Early Intervention Services (EI):

Is this student currently transitioning from Part C-Infant/Toddler Program? □ yes

□  no

Date transition meeting from Part C-Infant Toddler Program was held:
 _____/_____/_____ 

Who referred the child for EI services? ______________________________________________

Age at which child started receiving EI services/child service coordination: _________________

Age at which child stopped receiving EI services/child service coordination: ________________

Frequency of EI services: _________________________________________________________

The student: 

( ) 
Has a current Individualized Family Service Plan (IFSP).  


Intervention goals include: (circle all that apply)


Cognitive


Adaptive

Communication

Fine Motor


Social/Emotional

Gross Motor


Behavior


Family Issues


Other:__________________________________________________________________
( ) 
Receives EI special instruction:  (circle all that apply)


Speech/Language Therapy


Occupational Therapy


Physical Therapy 


Developmental Instruction
Describe the progress the child has made on his/her IFSP goals: 

____________________________________________________________________________________________________________________________________________________________

Preschool Referral DEC 1 (2b of 4)

Student: _____________________________________________  DOB:_________________
REASON(S) FOR REFERRAL/AREAS OF CONCERN 

Learning/Behavioral
( ) difficulty remembering facts, details

( ) fearful

( ) asks for help too quickly



( ) repeats same problem solving strategy,

( ) short attention span for age


     even when unsuccessful.

( ) quickly abandons playing with toys

( ) will not attempt difficult tasks

( ) difficulty following directions


( ) difficulty making transitions from one

( ) destructive





     activity to another.

( ) physically aggressive with others


( ) fearful of new situations

( ) appears withdraw




( ) cries easily

( ) temper tantrums (describe)



( ) consistent inappropriate emotional

     _____________________________
     reactions to situations/people

( ) fights and/or bites




( ) plays poorly with others (explain)

( ) provokes/aggravates others/defiant

     ________________________________

( ) takes inappropriate risks



( ) requires constant supervision

( ) talks about hurting self or others


( ) talks excessively, attention seeking

( ) repeats same behavior over and over (explain)
( ) other: ___________________________

     ____________________________________
Communication          

( ) difficulty using spoken language


( ) difficulty understanding language of  

( ) nonverbal





     others      

( ) unable to communicate basic wants/needs
( ) is not understood by unfamiliar listener

( ) is not understood by familiar listener
( ) voice constantly sounds hoarse   

( ) speech is choppy, stuttering


( ) slow, labored speech

( ) has a vocabulary of less than 50 words
( ) drools constantly

( ) difficulty eating certain foods (list foods)
( ) frequently chokes on liquids, food

    ___________________________________
( ) frequent middle ear infections

Physical/Sensory
( ) lacks age appropriate self-care (feeding, dressing/undressing, toileting, bathing)


( ) impaired vision (explain) _____________________________________________________ 


date of last Opthamological exam:___________________________________________

( ) impaired hearing (explain) ____________________________________________________


date of last Audiological exam:_________
  date of last Otological exam:___________ 

( ) lacks age appropriate gross motor skills              ( ) lacks age appropriate visual - motor skill


( ) falls down easily, hurts him/herself frequently 
( ) lacks physical mobility at home/school
     

( ) has seizures/epilepsy



( ) cochlear implant

( ) overreacts to typical sights, sounds, tastes, 
     date of implantation: ________________

     textures





( ) primary mode of communication (circle):








     signing, cueing, auditory-oral/verbal
  


 

Person(s) making referral: _____________________________________________________Date:____/____/____

For preschool students, this form may be used in lieu of page 2 of the DEC 1. 











Directions 1-08


