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OFFICE OF SPECIAL SERVICES
302 Central Avenue
Mountainside, NJ 07092
Phone: (908) 232-8828 	   Fax: (908) 232-1557 

                         REQUEST FOR SPECIAL EDUCATION REFERRAL FORM - SPEECH

Your Name:   __________________________________________   Student’s Name:  ______________________
        Student Date of Birth:  _________________
Your address:  _______________________________________________________________________________
                                               Street                                                  City                          State                     Zip Code
Cell Phone:  _________________________________________ Home Phone:  __________________________
Email address: _______________________________________
**********************************************************************************************
To whom it may concern:
I am the parent of ____________________ (Name of Child), who is enrolled at _________________.  I am writing to refer ____________________ (Child’s name) for evaluation for Speech services.     I understand that special education is voluntary, and my consent will be required in writing to perform evaluations to determine whether my child is eligible for services, and again to begin providing any recommended services.
Thank you for your prompt attention to this referral.

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

· _____________________ is in the (     ) grade. Teacher:  _____________________________________________

· Specifically, I am concerned  because _________________ does/does not:  please give a few direct examples of your child’s challenges at school): ______________________________________________________________________________________________________________________________________________________________________________________________
· We have tried the following to help: _______________________________________________________________________________________________

· Please attach copies of any evaluations previously conducted by doctor or agency. 
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