
SHELBY COUNTY SCHOOLS 2013-2014 

  
STUDENT REVIEW TEAM 

DATE OF REFERRAL ________________  

STUDENT'S NAME  ___________________________________BIRTH DATE _________________ 

TEACHER ________________________________ GRADE _________ 

Person requesting referral:  ☐ Parent     ☐ Teacher     ☐Administrator      ☐Other __________ 
 
PARENT CONTACTED  ☐YES	 	 ☐	 NO 

Reason(s) for referral: (Please check all that apply)  
☐Motivation 
☐Friendship 
☐Grades 
☐Absences/Tardy 
☐Attention/Distracted 
☐Grief/Death 
☐Family Change 
☐Anxiety/Stress 
☐Peer Relationships 
☐Study Skills 
☐Anger Control 
☐Perfectionism 
☐Worrying 
☐Conflicts and Fighting 
☐Hygiene 
☐Social Skills 
☐Behavior 

Please list additional concerns: 
 

 
 
DATE OF REVIEW  __________________________ 
 
IS THIS STUDENT CURRENTLY RECEIVING ANY SERVICES? 
☐SPED 
☐504 
☐SCHOOL COUNSELING  
☐HEALTH CARE PLAN 
☐OTHER 


