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Pupil Appraisal Referral Packet 
PLEASE COMPLETE THE FOLLOWING: 

 
Reason for Referral:       Referred by: _____ Parent _____ Teacher 
 
Speech: Academics: Academics: Behavior: 

¨ Articulation 
¨ Pragmatic 

Communication 
¨ Expressive language 
¨ Receptive Language 

Reading 
¨ Comprehension 
¨ Decoding 
¨ Fluency 

Writing 
¨ Spelling  
¨ Sentence construction 
¨ Capitalize punctuation 

Math 
¨ Basic facts 
¨ Problem solving 
¨ Measurement 

 
 

¨ Science 
¨ Social studies 

¨ Organization 
¨ Following directions 
¨ Work refusal 
¨ Verbal aggression 
¨ Physical aggression 
¨ Interaction with peers 

and teachers 

 
Grade Progress Chart: In each grade level block, specify: P(pass), F(fail), and S(social promotion). Please put a check mark in 
student’s current grade 
 
              

PK K 1 2 3 4 5 6 7 8 9 10 11 12 
 
¨ Review of last school year’s final grades 

 
Year Grade Reading Math Language 
     

 

¨ Assistive Technology Screening (See attached form):  
AT1 Date of Screening:_______________    
                
  Normal                At risk  

 
¨ Teacher Interview (See attached form) 

 TI1 Date of Interview:__________________ 
 

¨ Speech and Language Screening (See attached form) SL12 Date 
of Screening:_______________    

                      
          Normal  At risk 

¨ Sensory  Processing Screening (See attached form) SPS1 
Date of Screening:_______________    

 
          Normal  At risk  

¨ Motor Screening: by Physical Education Teacher:   
Date of Screening:_______________    
 

          Normal  At risk  
 
(If at risk, APE Screening/Referral Form attached)  
APE1 Date of Screening:______________ 

¨  Health Screening:  (See attached form)          
HCN1 Date of Screening:_______________    

          Normal  At risk  
If at risk, date referred to Nurse___________ 
Check which one used: 

 
History 
Observation 
Other____________________________ 

 
Vision screening:                       Hearing screening: 
Date conducted: __________     Date conducted: ___________ 
Results: ___ Passed    ___ Failed    Results: ___ Passed    ___ Failed 
 

¨ Social/Emotional/Behavioral Screening: (See attached form)  
PS1 Date of Screening:_______________    

 
  Normal    At risk 
Review the following:  
  Yes      No  Incident reports/discipline records 
  Yes      No  Teacher reports 
  Yes      No  Parent reports  

         Yes      No  Developmental Profiles 
         Yes      No  Previous behavior intervention plans 
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¨ Educational Screening:  
 

 Normal At risk      Advanced 
 
Review the following:       

 Yes      No  Educational history  
 Yes      No  Academic performance  
 Yes      No  Teacher/parent communication  
 Yes      No  Universal screener 
 Yes      No  Evidence-Based Interventions 

¨ Other Considerations: Lack of educational progress is primarily 
due to: 
 

 Yes      No  Lack of appropriate, explicit and  
                              systematic instruction in reading 

 Yes      No  Lack of appropriate instruction in math 
 Yes      No  Limited English Proficiency 
 Yes      No  Environmental or Economic  

                              disadvantage CEC1 
 Yes      No  Cultural Factors    

 
 
Date Reviewed by Pupil Appraisal:  __________ 
 
 
 
 
                                                                                                                                                   

1. Date of SBLC Meeting: __________________________ 

Signatures Signatures 
Teacher 
 

Pupil Appraisal Services 

Parent 
 

Principal / ODR 

Chairperson 
 

Committee Member 

 
Committee Member 
 

 
*******************PUPIL APPRAISAL BELOW THIS LINE ONLY**************** 

 
Pupil Appraisal Receipt Date: ______________        
 
 

 No further action at this time  Interventions through RTI process 
 Individual Evaluation  Pupil Appraisal Support Services 
Section 504 Eligibility Evaluation  

 
Evaluation Coordinator: ____________________________ 
 
PARENT CONSENT REQUESTED: ____________          PARENT DECISION:  Yes      No 
 
 Date: ______________ 
 
Case # __________                  
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Teacher Interview                                                            
TI1 

Person Completing Form:  ___________________________________          Date: _________________ 
Student Evaluation: Please check the column to indicate how the student rates most of the time according to the following scale: 

1.  Poor   2.  Below Average    3.Average   4.  Above Average     5.  Excellent 

                   1                  2                  3                  4 5 

Creativity        

Attention Span      

Work/Study Habits      

Self-Motivation      

Attitude Toward School      

Observance of School 
Rules 

     

Peer Relationships      

Leadership      

Self-Concept      

Maturity (For Age)      

Reaction to Stress      

Attitude Toward Adults      

Politeness      

Self- Care      

Safety Awareness      

Family Relationships      

  

              
1. Please report a few of the student’s strengths, talents, or positive qualities that might be useful in designing 

interventions for him/her.  
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 

2. Have you made any accommodations in the classroom for the student?  Yes   No 
If Yes, list __________________________________________________________________________________________ 

               ___________________________________________________________________________________________________ 
 

3.  How often does this student complete class work?     Never       Sometimes        Often        Always  
 
4.  How often does this student complete homework?     Never       Sometimes         Often      Always 
 

Physical Education Teacher Section   (P.E. Teacher’s Name ____________________________________) 
 

Does the student exhibit a lack of strength, endurance, flexibility?     □ Yes      □ No 
Does the student have difficulty with balance activities?       □ Yes      □ No 
Does the student fail to show opposition of limbs when walking, sitting, throwing?  □ Yes      □ No 
Does the student exhibit a lack of control with ball skills?      □ Yes      □ No 
Does the student have difficulty in crossing the vertical midline?     □ Yes      □ No 
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Does the student exhibit a poor sense of body awareness?      □ Yes      □ No 
Does the student have difficulty in demonstrating motor sequences?                                     □ Yes      □ No 

 
If any are Yes, please refer to Adaptive Physical Educator to Screen with APE1 form 

 
SENSORY PROCESSING SCREENING                                 SP1 

Instructions for Use 
 
1. Prior to the first SBLC meeting, the Sensory Processing Screening Checklist (SPS-1) is  
            completed by the student’s general education teacher(s). 
 
2. The SBLC chairperson reviews the completed screening checklists to determine if there  

are difficulties that require intervention according to the Sensory Processing Screening Criteria 
(SPS2).  Criteria for SPS1 is as follows: 
The student exhibits: 

8 or more behaviors in the “Almost Always” category 
Or 

11 or more behaviors in the “Frequently” and Almost Always” categories combined.  
 

3. When interventions are necessary, the SBLC targets the sensory area of greatest concern. 
 
4. Sensory Processing Intervention Strategies (SPS3) are then selected to address the  
 targeted area of concern. (SPS3 forms are found in the extra forms folder.) 
 
5. Intervention strategies are implemented by the student’s teacher(s) for the length of time  
 designated by the SBLC.  
 
6. Following the intervention period, the teacher records the intervention results on the  

SPS3. 
 

7. Intervention results are reviewed by the SBLC. 
 
8. For students who are “at risk” for sensory processing deficits, but are not suspected of  
 having a disability, the SBLC targets additional interventions to be implemented by  

the classroom teacher(s). 
 

9. For students who are  at risk and suspected of having a disability, the SBLC obtains a second  
Sensory Processing Screening Checklist (following intervention) to determine if further 
assessment is warranted according to Sensory Processing Screening Criteria (SPS2). 
(SPS2 can be found in the extra forms folder.) 
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 Person Completing Form:  __________________________________  SPS1 
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Communication Skills Teacher Checklist  
SLI2 

Please check yes or no to each of the following statements.     
 
Articulation (Speech Production) 
 
___Yes ____No The student’s speech contains speech sound errors that are not typical for his/her age and social/cultural background.  

Sounds in words may be omitted, distorted, or substituted. 
  
___Yes ____No The student’s speech is consistently difficult to understand, especially when the topic is not known. 
 
Voice 
 
___Yes ____No The student’s speaking voice is unusually loud or soft. 
 
___Yes ____No The student has an unusual quality to his/her voice (i.e. harsh/hoarse, nasal, breathy). 
 
Speech Fluency 
  
___Yes ____No The student’s speech contains disfluencies that interfere with communication (i.e. stuttering, sound, syllable, or word 

repetitions, sound prolongations, blocks or abnormal hesitations, abnormal rate of speech).  
 
___Yes ____No The student uses excessive filler phrases (i.e. “um,” “uh,” “you know”). 
 
___Yes ____No The student appears to be frustrated when speaking. 
 
Language 
 
___Yes ____No The student has difficulty understanding/ following age-appropriate directions. 
 
___Yes ____No The student has difficulty answering or responding to age-appropriate questions and other verbal  information. 
  
___Yes ____No         The student does not comprehend or speak using age-appropriate vocabulary. 
 
___Yes ____No         The student does not request clarification when understanding is not clear. 
 
___Yes ____No         The student does not answer or understand comprehension questions about age-appropriate stories. 
 
___Yes ____No         The student speaks in incomplete sentences and phrases. 
 

    ___Yes ____No        The student’s oral language contains numerous grammatical errors that are not typical for students of the same age. (This 
may not apply to English Language Learners or those known to speak a dialect of English). 

 
___Yes ____No         The student has difficulty providing age-appropriate explanations and directions. 
 
___Yes ____No         The student does not use age-appropriate conversational skills (i.e. turn-taking, staying  
       on topic, initiating conversation). 
 
Please check one. 
 
_________ This student’s communication skills (articulation, voice, fluency, and language) appear to be adequate, and 

this student does not have a communication problem that adversely affects educational progress with regard to 
grades, behavior, class participation, or oral speaking abilities. 

 
__________ In my opinion, this student has a communication problem that adversely affects educational progress in a 

significant way.   
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Teacher: ___________________________________________    Date: _____________________________________ 

 

LOUISIANA ASSISTIVE TECHNOLOGY SCREENING                             AT1 

Checklist for Use in Educational Programming 
Person Completing Form:  __________________________________ Date: _________ 

The Assistive Technology Screening Checklist documents physical, fine/gross motor, communication, sensory, academic, recreation 

and leisure, vocational, and self-help areas in which assistive technology may be considered to enable a student with a disability to access 

the general education curriculum. It serves as an organizer for considering those skills and activities in which assistive technology 

would benefit a student’s functioning in an academic setting.      

Directions: Check yes or no for the following statements. 

Physical Functioning/Motor Abilities        Yes No Comment 

1. The student can sit upright while completing tasks at his/her desk 

(i.e., not slouched, can hold head upright). 
  

 

2. The student maintains an appropriate posture while seated and 

actively engaged in a motor task (i.e., keyboarding, cutting).                  
  

 

3. The student participates in playing and running activities without 

atypical postures. 
  

 

4. The student sits on the floor without assuming asymmetrical 

postures.  
  

 

5. The student has the motor skills necessary to get to/from school 

and/or get around within the school. 
  

 

6. The student participates in physical activities (structured or 

independent) and navigates within the classroom without tripping 

and stumbling. 

  

 

7. The student climbs and descends stairs independently.    

8. The student is able to open doors independently.    

9. The student maintains balance while performing an activity (e.g. 

getting up from the floor)     
  

 

10. The student carries objects while walking independently (e.g. books 
and papers).   

 

Comments: 

Fine Motor Skills Yes No Comment 

1. The student cuts and/or handles scissors independently.    

2. The student uses writing utensils (i.e., markers, paintbrush, pencil, 

crayons) independently.     
  

 

3. The student copies materials from a book.    

4. The student turns pages in a book.    
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5. The student ties shoes, buttons, snaps, and/or uses zippers 

independently 
  

 

6. The student operates door handles, water faucets and uses 

manipulatives.   
  

 

7. The student uses a standard keyboard to access a computer.    

8. The student draws, forms letters, stays on the line, and/or traces 

accurately with writing utensils. 
  

 

Comments: 

Communication Functioning Yes No Comment 

1. The student speaks to communicate. (Check the level of the 

communication development.) 

a.   Fluent Conversation 

b.   Multiword Phrases 

c.   Single Word Utterances   

d.   Vocalizations       

e.   Other                                                  

  

 

2. The student uses a mode other than speech to communicate. (Check 

the communication mode.) 

f.   Modes(s) used                           

g.   Fluent Conversation  

h.   Multiword Phrases    

i.   Single Word Utterances  

j.   Vocalizations 

k.   Other                                        

  

 

3. The student responds to speech and noises in the environment.     

4. The student’s mode of communication is understood by others.    

Vision/Hearing Yes No Comment 

1. The student is able to see printed materials presented in the 

classroom.      
  

 

2. The student is able to see toys/objects in the classroom 

environment.  
  

 

3. The student is able to transfer information from a book, chart, 

and/or chalkboard to paper.  
  

 

4. The student has some usable vision.     

5. The student has some usable hearing.    

6. The student is able to hear speech/noise out of his/her field of 

vision. 
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7. The student responds best to speech when the stimulus is within six 

feet of the speaker. 
  

 

8. The student speaks in an unusually loud voice.    

Comments:  

Academic Functioning Yes No Comment 

1. The student understands basic cause/effect.     

2. The student makes choices.     

3. The student has the age-appropriate attention span needed to handle 

school/daily living tasks. 
  

 

4. The student has sequencing skills.    

5. The student can remember the steps necessary to accomplish a task.    

6. The student visually tracks along a line of print.    

7. The student reads text independently.    

8. The student writes legibly.    

9. The student writes legibly at a reasonable rate.    

10. The student accomplishes written tasks (e.g., paragraphs, essays, 
short answers). 

   

11. The student correctly spells words needed to communicate in 
written form. 

   

12. The student performs mathematical tasks needed for school and/or 
for daily living. 

   

13. The student takes notes at the level needed in school and/or in daily 
living. 

   

Comments:  

Recreation and Leisure Yes No Comment 

1. The student uses the playground equipment independently.     

2. The student participates in group recreational activities, such as 

sports and group games. 
  

 

3. The student participates in activities requiring fine motor skills, such 

as board games or art.     
  

 

4. The student participates in extra-curricular activities, such as clubs.    

Comments:  

Vocational Functioning Yes No Comment 

1. The student demonstrates sufficient stamina to work in a job.    

2. The student maintains a position for extended periods of time.    

3. The student uses a computer without modifications.    

4. The student holds the telephone and dials independently.    

5. The student independently uses equipment at a vocational training    
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program. 

Comments: 

General Health Yes No Comment 

1. The student breathes without difficulty.      

2. The student demonstrates sufficient stamina to maintain academic 

involvement throughout the school day.    
  

 

3. The student independently uses stairs, elevators, lockers, etc. within 

the school/work/community environment. 
  

 

4. The student’s health condition is adequate for satisfactory school 

performance.     
  

 

5. The student demonstrates physical strength needed to participate in 

school activities.     
  

 

Self-Help Yes No Comment 

1. The student independently uses a variety of clothing fasteners.        

2. The student organizes and maintains his/her school supplies and 

materials.      
  

 

3. The student independently files through a lunch line, selects meal 

items, and proceeds to a table. 
  

 

4. The student maintains personal hygiene.    

5. The student uses restrooms independently.    

6. The student manages meal-time utensils adequately.     

Comments:  

 

Summary of Results of Louisiana Assistive Technology Screening Checklist for Use in Educational 
Programming: Examine areas on the screening where student has received no responses. Review and 
determine if a referral for further assessment is necessary. 

Recommendations: (Check the one statement that applies.) 

  _    1. Student has been considered for assistive technology and further action is not required at this time. 

    _  2. Student has been considered for assistive technology and additional screening in the following 
areas is recommended:                                                                                                      

     _ 3. Student has been considered for assistive technology and the following “low-tech” solutions are 
recommended:                                                                                                                       

     _ 4. Student has been screened for assistive technology and a referral for a full assistive technology 
assessment is recommended.  

Action Taken: 
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                                               Cultural/Environmental Checklist                          

CEC1 
(Adopted from Hamilton County Department of Education) 

 
Person Completing Form:  ________________________________ Date:_________ 

 

1. Environmental Disadvantage 
 
___ Limited experiential background (e.g. below average scores on tests which measure information about  
        commonly known facts) 

___ Irregular attendance (absent at least 23% of the time (e.g. 6 days) in a grading period for reasons other than 
        verified personal illness). 

___ Transiency in elementary school years (At least three moves) 

___ Home responsibilities interfering with learning activities (e.g. caring for siblings while parents work or other  
        major home responsibilities due to absence of parents) 

___ Parental attitude toward education demonstrating rejection or indifference (e.g. Parents do not attend PTA  
        meeting and teacher-parent conferences, no response to correspondence from school) 

2. Language Disadvantage 
 
___ Lack of proficiency in any language which the student has not had a designated time to acquire 
___ Nonstandard English constituting a barrier to learning (e.g. only foreign language or nonstandard English 
       spoken at home, the language of the home exhibits strong dialectal differences) 
___ Limited opportunity to acquire depth in English (e.g. English not spoken in home, transiency due to migrant  
       employment of family, dialectal differences acting as a barrier to learning) 
 

3. Cultural Disadvantage 
 
___ Limited experiences in dominant culture (child does not participate in clubs, organizations, etc. with 

                     members of dominant culture) 
___ Few experiences in any culture which stimulate intellectual growth 
___ Subculture standards conflict with dominant culture standards (e.g. members of the child’s family have 
        multiple police records, family does not participate in activities of dominant culture etc.) 
 

4. Economic Disadvantage 
 
___ The student qualifies for free/reduced lunch 
___ The student qualifies for the medical card/Medicaid 

 
 A score of seven or more indicates that the child is primarily characterized as environmentally, culturally, and 
economically disadvantaged.  If these factors are considered the PRIMARY reason for the child’s poor academic 
performance, the student should not be considered to exhibit a disability. 
 

___ Total number of check marks 
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STUDENTS WITH SPECIAL HEALTH CARE NEEDS                                 HCN1                                                                                    

STUDENT REFERRAL CHECKLIST 
 

NAME OF SCHOOL NURSE COMPLETING FORM:________________________________   Date: ____________  

DOES THE STUDENT  YES NO None 
known to 
school 
nurse 

COMMENTS 

1.  Experience severe allergic reactions that require 
immediate medications, i.e., Epi-Pen? 

   Describe: 

2.  Have a medical diagnosis of a chronic health 
problem (i.e., diabetes, tuberculosis, ADHD, 
seizures, cystic fibrosis, asthma, muscular dystrophy, 
liver disease, digestive disorders, respiratory 
disorders, hemophilia)?  Condition: 

   Describe/History: 

3.  Receive medical treatments during or outside the 
school day (i.e., oxygen, gastrostomy care, 
tracheotomy care, suctioning, injections)?  
Condition: 

    

4.  Experience frequent absences due to illness or 
frequent hospitalizations? 

    

5.  Receive ongoing medication at home or school 
for physical or emotional problems (i.e., seizures, 
heart condition, allergy, asthma, cancer, 
depression)? 

    

6.  Require adjustments of the school environment 
or schedule due to a health condition (i.e., seizures, 
limitations in physical activity, periodic breaks for 
endurance, part-time schedule, building 
modifications for access)? 

    

7.  Require environmental adjustments to classroom 
or school facilities (i.e., temperature control, 
refrigeration/medication storage, availability of 
running water)? 

    

8.  Require major safety considerations (i.e., special 
precautions in lifting, positioning, special 
transportation, emergency plan, special safety 
equipment, special techniques for positioning, 
feeding)? 

    

9.  Require a special diet (i.e., blended, soft, low salt, 
low fat, liquid supplement)? 

    

10.  Require assistance with activities of daily living 
(i.e., eating, toileting, walking)? 

    

If the answer to any question is yes, request medical. 
 
MEDICAL RELEASE SIGNED - Y/N 
MEDICAL REQUESTED ____________________________ DATE: ____________ 
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PSYCHO-SOCIAL CHECKLIST 
PS1 

***To be filled out by school counselor or school administrator only*** 
The following is a checklist of psycho-social stressors that may impact a student’s academic and social 
functioning.  This list is not comprehensive.  These factors must be considered when determining if a student is 
eligible for special education.  These stressors should not necessarily prevent a student from being 
identified, however, they must be considered. Circle Yes or No for each question.  
 
Y/N   Severe illness of parent or family member (cancer, HIV, heart attack, psychiatric illness, etc) __________________ 

Y/N   Death of a parent or caretaker_____________________________________________________________________ 

Y/N   Divorce or break-up of parent’s primary relationship___________________________________________________ 

Y/N   Student has received a threat of violence.____________________________________________________________ 

Y/N   Witness to community violence___________________________________________________________________ 

Y/N   Severe illness of a student (leukemia, cancer, heart problems, etc.)_______________________________________ 

Y/N   Experienced child abuse (physical, emotional, or sexual)_______________________________________________ 

Y/N   Witness to domestic violence in home______________________________________________________________ 

Y/N   Placed in foster care____________________________________________________________________________ 

Y/N   Moved from one foster home to another____________________________________________________________ 

Y/N   Experienced natural disaster (hurricane, tornado, etc.)_________________________________________________ 

Y/N   Changed schools one or more times during a school year_______________________________________________ 

Y/N   Financial problems in the home. (Parent lost job, etc)__________________________________________________ 

Y/N   Alcohol or drug abuse in family___________________________________________________________________ 

Y/N   Substance abuse problems (older students)___________________________________________________________ 

Y/N   Pregnancy (older students)_______________________________________________________________________ 

Y/N   One or more psychiatric hospitalizations____________________________________________________________ 

Y/N   Student has attempted suicide or has expressed suicidal thoughts_________________________________________ 

Y/N   Sexual identity issues___________________________________________________________________________ 

Y/N   Homelessness____________________________________ 

Y/N   Parent or caretaker incarcerated___________________________________________________________________ 

Y/N   Juvenile offender_______________________________________________________________________________ 

Y/N   Health problems (asthma, diabetes, sickle cell, etc)____________________________________________________ 

Y/N   Other:   Please specify: __________________________________________________________________________ 

Normal ______   At Risk _______ 
 
Person completing form:_____________________ Date:________ 
  


