
FRC 213     Sept. 2009 

 

Family Resource Center of Northwest Ohio 

School Based Consultation 
 

REFERRAL FORM 

 
Date:     _____ 
  

NAME OF STUDENT:             
 
AGE/GRADE:      _______  IEP: [    ] YES [    ] NO 
 
PARENT/GUARDIAN:             
 
ADDRESS:               
   (Street)    City   Zip  County 
 
PHONE NUMBER:        
 
School:               

 
Individual making referral:            

 
Relationship to Student:           _____ 

(i.e., classroom teacher, guidance/school counselor, inclusion teacher, etc.) 
 
Presenting Problem/Reason for Referral:          
 
              
 
              
 
              
 
Parent/Guardian informed of referral and reason for referral [    ]  YES [    ]  NO 
 
If no, indicate why:            _____ 
 
              
 
Best time to see this student at School:         _____ 

OR ATTACH A COPY OF STUDENT’S SCHEDULE 

Family Resource Center Referral Follow-Up 
 
Advised Referral Source/School of disposition of referral [    ] YES [    ] NO 
 
Appointment Scheduled on    ________________________________ 
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