
 

 
 
 
 
 

HEAD START REFERRAL FOR  
SPECIAL EDUCATION SERVICES 

Date Completed:__________________________ Date Referral Submitted:      
 

Child’s Name:            Date of Birth:   / /   Gender:     M        F 
   Last                               First 

Head Start Center:      Teacher:   Enrollment Date:  
  
Parent/Guardian:              
 
Address:               
    Street     City   Zip Code 
 

Mailing Address (if different):            
     
 

Phone (Home):     Cell Phone:    Email address:     
 
Ethnic Background:        Primary Language:      
 

Screening Results:  Vision:    Hearing:   Developmental:     
 
Referral Area of Concern:    Speech/Language                      Cognitive                      Medical Condition  
 

Describe specific reasons for referral?           
 

                
 

                
 

                
 
What interventions have you tried to help alleviate the problem(s) and results? _______________________  
 

                
 

                
 
 
 

                
 

                
 

                
 

Describe child’s strengths?            
 

                
 

                
 

                
 

Referred by:         Position:     
 
 

Distribution:               White - Grantee Disabilities Supervisor               Yellow – Child File                                            Pink – Parent 
                       White – Delegate Disabilities Coordinator (MHS)       Mandatory RHS/EHS 
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