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STUDENT SERVICES
SCHOOL DISTRICT NO. 50 (HAIDA GWAII)

107 3rd Avenue, Queen Charlotte, BC  V0T 1S0

Phone: 250-559-8471   Fax: 250-559-8849
School Based Team Referral Form

General Information

	Student Name:
	ID #:

	D.O.B.: 
	Referral Date:

	Referring Staff:
	Phone #:

	Parent/Guardian Name:
	Parent Notification Date:

	Home Address:
	


Reason for Referral (Primary Concern)

_______ Academic
_______ Behavioural
_______Emotional
_______Medical

	Please describe the specific concerns prompting this referral. List any academic, social, emotional or medical factors that negatively impact the student’s performance. (Boxes below will expand as you type)

	

	How do this student’s academic skills compare to the ministry’s performance standards?

	

	In what settings/situations does the problem occur MOST often?

	

	In what settings/situations does the problem occur LEAST often?

	

	What are the student’s strengths, talents or specific interests?

	


Parent guardian contact prior to referral

_______Phone call
_______Note Home 
_______Conference
_______Home Visit

_______Text Message   _______ Email

Interventions

	Start

Date
	End 

Date
	Person(s)

Responsible
	What have you tried to do to resolve this problem?
	How did it work?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Any additional information?


