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VENTURA COUNTY OFFICE OF EDUCATION AND VENTURA COUNTY SELPA
PHOENIX SCHOOL-INTERDISTRICT REFERRAL FORM
Referral Date:      
Referring District:       
Contact:  Name        Title      
Phone:  (     )     
Email:      
Current Intensive School-Based Therapist:      
STUDENT INFORMATION

Student’s Full Name:      
Date of Birth (Mo/Day/Yr):       
Age:       
Sex:       

Ethnicity:      


Current School:       
 Grade:       
Primary Language:       
Secondary language:        EL ( FORMCHECKBOX 
yes/ FORMCHECKBOX 
no)  (if yes) Overall Level      
STAR Results: ELA         Math      
CAHSEE Results:  Math        English      
PARENT/GUARDIAN/SURROGATE INFORMATION

Parent/Guardian:      

Does Parent have Educational Rights?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If no, name of Surrogate:      
Parent/Surrogate Contact Information: 

Home Phone:          Work:         Cell Phone:      
Best number to call – indicate if okay to leave a message:      
Address:       

Number and Street, Apt/Bldg/Other



City


ZIP
STUDENT’S HISTORY (CHECK ALL THAT APPLY AND PROVIDE DETAIL):

Student’s strengths:      
Behavior concerns (check all that apply): 
	 FORMCHECKBOX 
 Anxiety
	 FORMCHECKBOX 
 Self-Injurious Behaviors
	 FORMCHECKBOX 
 Sexual Acting Out

	 FORMCHECKBOX 
 Assaultive Behaviors
	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Sleep Disturbances / Nightmares

	 FORMCHECKBOX 
 Cruelty to Animals
	 FORMCHECKBOX 
 Disruptive
	 FORMCHECKBOX 
 Suicidal Ideation

	 FORMCHECKBOX 
 Homicidal ideation
	 FORMCHECKBOX 
 Defiant
	

	 FORMCHECKBOX 
 Other      


Provide more detail to any checked: 

 FORMCHECKBOX 
 Physical/Verbal Abuse:       
 FORMCHECKBOX 
 Neglect:       
 FORMCHECKBOX 
 Emotional Incidences:       
 FORMCHECKBOX 
 Legal Issues:       
 FORMCHECKBOX 
 Drug or Alcohol Abuse (please list substances):       

Is student currently using substances?
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
 FORMCHECKBOX 
 Psychiatric Diagnosis (if relevant):       
 FORMCHECKBOX 
 Past Suicide Attempts/Dates:       
 FORMCHECKBOX 
 Current Psychiatric Medications (please list):       
 FORMCHECKBOX 
 Name of Psychiatrist:       
 FORMCHECKBOX 
 Psychiatric Hospitalization:       
 FORMCHECKBOX 
 Cognitive Functioning / IQ (please list Full Scale IQ, if known):       
 FORMCHECKBOX 
 Currently being treated by a physician (physician’s name/number, if known):       
 FORMCHECKBOX 
 Medical issues being treated:       
INTENSIVE SOCIAL/EMOTIONAL AND BEHAVIORAL INTERVENTIONS

ISES Services Student has Received (must be at least 3 months):

	Service Type
	Provider (name/title)
	Frequency
	Duration
	Start Date
	End Date

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Brief description of goals which the Intensive Social/Emotional Interventions addressed:

1.      
2.      
3.      
Attach progress reports toward the above goals (should have been monitored at least three months)

Rationale for making a referral to Phoenix School at this time:

     
OTHER

Family composition:       
Family’s strengths:       
Family history of psychiatric or legal issues:       
Other agencies involved, contact name and phone number (check all that apply): 
 FORMCHECKBOX 
 Child Protective Services      
 FORMCHECKBOX 
 Probation 






 FORMCHECKBOX 
 Mental Health      

Formal or Informal probation:       
 FORMCHECKBOX 
 Public Health       
 FORMCHECKBOX 
 Other:       
Medi-Cal Eligible:   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No 
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