Deaf/Hard of Hearing CASSP Referral Form

Please fill out the information as completely and accurately as possible.  If unknown, leave blank.

Referred By _________________________________________       Contact Number  ​​​​​​​​​​​​​​​​​​​​​_______________________________________


    

                                                                             
Student Name




DOB


Age

Gender


Address








City/Zip



Custodial Parent(s)







Phone

Videophone







TTY

Email Address







Text # (if preferred)


Non-Custodial Parents






Phone

Address








City/Zip

Videophone







TTY

Email Address







Text # (if preferred)

MSD student
Yes
No
School attends







Grade

LEA contact

Check agencies that apply



  

 
Dates of Service/Contact Person(s)


Children’s Division/Family Support Division


City/County Health Department


Division of Alcohol & Drug Abuse


Division of Youth Services


Educational Services


Juvenile Office


Mental Health/Arthur Center


MR/DD-Central Missouri Regional Office


Resource Center on Deafness

Department of Mental Health Deaf Svcs.


LEAD Institute


Other

Other interested parties/agencies:


Name







Address/Phone




Reason for Referral (attach additional sheet if necessary)



A.  Education









Yes
No
Unknown


Student is on level and making passing grades








Student has an IEP/504/Special Health Care Plan











If yes, diagnosis













Student has attended: 
   Headstart


Preschool

Early Childhood Special Education

Student has been suspended from school 











Student has good attendance

Student has positive relationships with peers

Student responds appropriately to authority figures

B. Substance Abuse








Yes
No
Unknown
Child uses drugs and/or alcohol









C. Physical  Health








Yes
No
Unknown

Child has a medical condition


If yes, explain

Child receives routine medical care


If yes, list providers

Child has insurance


If yes, list insurance provider

Child is prescribed medication(s)


If yes, list
Developmental concerns


If yes, describe

Child wears a cochlear implant











If yes, one ear or two

Child has assistive devices


Hearing aid

FM System

Videophone in home
TTY

Doorbell flasher


Alarm clock for deaf
Other

D. Mental Health

Child has seen a doctor or counselor for psychiatric/emotional/behavioral problems


If yes, list providers

Child has been hospitalized for psychiatric/emotional/behavioral problems


If yes, list dates

Child has a diagnosis (please check all that apply)


ADD/ADHD

Anxiety

Autism

Asperger’s Syndrome
  
  Adjustment Disorder


Bi-Polar Disorder

Conduct Disorder

Depression
Intermittent Explosive 
  Impulse Control NOS



Learning Disability
Mental Retardation
PDD

PTSD


  Oppositional Defiance


Obsessive Compulsive Disorder


Other (please specify)
E. Behaviors
Child displays or has displayed the following behaviors (Check all that apply):


Physical aggression



Runaway


Bed wetting

Sexual acting out




Verbal aggression

Fire starting

Self-harm





Stealing


Abuse of animals and/or pets

Destruction of property



Isolation/Withdrawn

Other
F. Child Trauma History 







Yes
No
Unknown

Child has a history of physical abuse


Child has a history of sexual abuse

Child has been removed from home due to abuse/neglect

List Any Other Trauma 

Additional comments:




Family Situation (Check all that apply)

      Alcohol Abuse




\      Physical health problems/disability

      Developmental disabilities


       Significant family trauma

      Divorce




       Unemployment

      Domestic Violence



       Interpreter at school

      Drug abuse




       Deaf parent(s)



Hearing parent(s) who sign
      Family member with law violation


Forms of communication


School

Home
      Frequent relocation



ASL

      Homelessness/Housing issues


S.E.E
      Mental illness




Oral method
      Parental Separation



ESL 
      Other





Home made signs/gestures
List names of siblings








       Lives at home with child












Yes
No
Hearing
Deaf

Name





Age





List other individuals residing in the home with the child:

Name





Relationship


Hearing

Deaf




G. Signing Ability (please circle the number that best describes the person’s sign ability)
Student







Mother

Novice

   
          Fluent Sign



Novice

   
          Fluent Sign
   1          
2             
3
4
   5



   1          
2             
3
4
   5

Father







Guardian

Novice

   
          Fluent Sign



Novice

   
          Fluent Sign
   1          
2             
3
4
   5



   1          
2             
3
4
   5

Sibling 1







Sibling 2

Novice

   
          Fluent Sign



Novice

   
          Fluent Sign
   1          
2             
3
4
   5



   1          
2             
3
4
   5
Identify child and family strengths


Additional Information
The Deaf and Hard of Hearing CASSP team thank you for your time in filling out this referral form.  

Please send or fax this form back to the following address:

Attention: Shauna Morgan
Resource Center on Deafness

505 East 5th Street

Fulton, Missouri 65251

573-592-2567 Fax

Authorization to Exchange Information
I,                                                                          , request and authorize the following persons and/or agencies as listed in this document to openly and cooperatively share information concerning my child/ward, _________________________________, and family at an interagency planning meeting.  This information may include personal, educational, medical and/or social history information concerning my child/ward and family.

Additionally, I authorize continuing or ongoing planning by representatives from the agencies among themselves for the same purpose of developing a plan of services for my son/daughter and my family.  This authorization is given to assure that such planning and any resulting services are provided in a coordinated manner.

The actual provision of any services resulting from this planning shall be subject to advance parental and/or guardian authorization separately from this authorization given today.

This consent will expire one year from the date below, unless consent is revoked prior to one year.


Children’s Division/Family Support Division


Mental Health/Arthur Center

City/County Health Department



Missouri University Psychiatric Center



Department of Mental Health 




Resource Center on Deafness




Department of Mental Health Deaf Svcs.


MR/DD-Central Missouri Regional Office


Division of Alcohol & Drug Abuse



Pathways



Division of Youth Services




Preferred Family Health Care


Educational Services




Public School


LEAD Institute 





Juvenile Office
Other






Royal Oaks
Signature of authorizing parent or guardian



Date


*******************************************************************************************************************************************************************************

To revoke consent:
I,                                                                                   , herby revoke my authorization to release information concerning my child/ward and family.

Signature of authorizing parent or guardian



Date


