

SECTION I:  Complete section 1 and submit packet to
     

 (Tier1)
Identified/Receives ELL    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
Dominant Language:
     

	Student Name:
	     

	DOB:
	
     

	Grade:
	     


	Parent/Guardian:
	     

	Phone # (Home)
	
     

Cell:
     


	Address:
	     


     


     

	Phone # (Work)
	     


	
	
	Phone # (Work)
	     


	
	
	Date of Initial Referral:
	     


	Referred by:
	     

	Date of Referral:
	     


	Case Manager:
	     

	Date of PSAT:
	     


	Prior to completing this form, please refer to cumulative file/c-file/504 file.


	Parent Communication:
	 FORMCHECKBOX 
 PSAT Notification Date:       


	 FORMCHECKBOX 
 Conference/Dates       

	 FORMCHECKBOX 
 Letter/Dates     

	 FORMCHECKBOX 
 Telephone/Dates
     


	Parent Comments      




	Medical History:  (to be completed by nurse)

	Vision Screening Date:      

	   FORMCHECKBOX 
 Pass         FORMCHECKBOX 
 Fail         FORMCHECKBOX 
 Wears Eyeglasses

	Hearing Screening Date:      

	   FORMCHECKBOX 
 Pass         FORMCHECKBOX 
 Fail        

	Other medical condition(s) (e.g., asthma, allergies, heart, diabetes, medications)      


Medications:      



	Education History:  (to be completed by classroom teacher)

	Number of days absent:      
 tardy      
  early dismissal 
     
  this school year.  Reason(s):

	     


	Number of schools attended      
  Grade (s) repeated      
  Reason(s)      



	(Attach a copy of “Student Services Summary” )

	Reason for PSAT Referral:  

	Check major area(s) of concern, and briefly describe the child’s behavior, or performance in each area checked.  If you have identified more than one area of concern, circle the area you consider to be the highest priority.

	 FORMCHECKBOX 
 Reading 
	 FORMCHECKBOX 
 Attendance

	 FORMCHECKBOX 
 Math 
	 FORMCHECKBOX 
 Health

	 FORMCHECKBOX 
 Speech/Language
	 FORMCHECKBOX 
 Behavior (please attach behavior chart(s) you have tried)

	 FORMCHECKBOX 
 Writing
	
Start date of charts       


	
	 FORMCHECKBOX 
 Other (specify)       


	Specific concerns:      



	Student strengths:       




	Current Assessments:

	
	BRBR/R
	BR/W
	BR/M
	District Writing Prompt 
	OLSAT V erbal (5th GRADE) 
	OLSAT  NonVerbal (5th GRADE)
	OLSAT TOTAL    (5th  GRADE)
	CMT Reading
	CMT Writing
	CMT Math
	District Problem Solving
	Gates Reading

	Date
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Score
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Strategies Implemented in Classroom:
(i.e. seated at front of room, shortened assignment, small group reading/writing instructions, etc.)

	Interventions or Strategies
	Dates (to/from)
	Results (+, -, no change)

	     
	     
	     


Please list individuals that need to attend PSAT Meeting:
     

     


     


     

PSAT Student Monitoring Sheet

Student Name:      
    Date:      
  Teacher:      

Staff Present:      

Area of Concern:      

	Objective:        






	Interventions or Strategies
	Person Responsible
	Criteria for Success
	Date(s) Implemented
	Results



	     
	     
	     
	     
	     


	Interventions or Strategies
	Person Responsible
	Criteria for Success
	Date(s) Implemented
	Results



	Interventions or Strategies
	Person Responsible
	Criteria for Success
	Date(s) Implemented
	Results
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