York CASSP Referral Form 


CONFIDENTIAL

Individuals completing this referral for a CASSP meeting must also submit a completed CASSP information release form (attached).  The information release must include any other public/private agencies and schools that are involved with the child and/or family. Information contained in this form is confidential, and should be completed with the consent and knowledge of the child and family.  

Child’s Information

Child’s Name:  ____________________________
________________
______


Last




First


M.I.


Birthdate:  ____/____/_____
Age:  _____
Grade:  ____     Gender:  M / F
       IQ =  Above  OR   Below 70?

Current Address:
______________________________________________________________________




Street

__________________________

________
___________
Home School District:_______________________
City




State

Zip














Name of School Attending: ___________________
Parent/Guardian(s) Name:  ____________________________________


Parent/Guardian(s) Email / Phone:  _________________________________________
/ (        ) ______ - ____________



Axis I MH Diagnosis:  _____________________ MA Card?  Y / N
    Is English the families’ primary language?  Y / N 
Referral Source Information

Referral Date:  ________________________


Referring Organization:  ____________________________  

Person Making Referral:  _____________________  Phone:  (          ) ______ - __________ Email:  ____________________

1.
What outcome does the family want to achieve through this referral?

2.
What outcome do you want to achieve by initiating this referral?

List the primary reason that prompted your request for this meeting:

	· School attendance
	· Medical issues

	· Educational placement options
	· Service coordination

	·  Behavioral problems in school
	· More services needed

	· Behavioral problems in home 
	·   Services have been ineffective in addressing needs

	· Family conflict
	·   Cohesive team planning

	· Noncompliance issues
	· Other:



Please send completed referral to:


York County Human Services Department, 100 West Market Street, Suite 401, York, PA  17401


Phone:  (717) 771-9347   Fax:  (717) 771-4663
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