STUDENT CENTERED TEAM 

REFERRAL FORM
Falmouth High School

Name of Student: _______________________________________

Student’s Grade Level: ___________________

Name of Referring Staff Member: __________________________

Date of Referral: ___________________

Would you like to be present for the review of this referral?    YES     NO

Reason for Referral:

Please place the completed form in a sealed envelope in the SCT mailbox located in the faculty mailbox area. You will be contacted with follow-up information on the status of this referral by a SCT member serving as the case manager for this student.

(SCT use only)

SpEd Referral or IEP Team Meeting: ________

504 Referral or Plan Review: _________

Teacher mentoring Referral: _______

SCT Management: _______

Case Manager:_________________________________

