VISTA CENTER EXTENDED SCHOOL YEAR PROGRAMS

Request for Referral 
2010

GENERAL INFORMATION 
Thank you for your interest in sending your student to Vista Center’s Extended School Year Program. Please submit the following information and you will soon be contacted to complete the application process.
Referrals must be made by a member of the local school district. This is usually the student’s Teacher of the Visually Impaired (TVI). Parents cannot refer to these classes except through their local district. 


Top of Form

* Indicates required field

	  

	STUDENT INFORMATION

	*Student's Name: 
	

	*Student's Date of Birth: 
	

	*Current Grade (as of Fall 2010): 
	

	*Student's School District: 
	

	*School District City: 
	


	 

	TEACHER OF THE VISUALLY IMPAIRED (TVI) INFORMATION

	*TVI's Name: 
	

	*Best Phone to Reach You: 
	

	Alternate Phone Number: 
	

	*FAX: 
	

	*Your Email Address: 
	


	  

	STUDENT'S PRIMARY GUARDIAN CONTACT INFORMATION 

	*Guardian's Name: 
	

	*Guardian's Relationship to Student :  
	

	*Best Phone To Reach Guardian: 
	

	*Street Address: 
	

	*City, State, Zip : 
	

	*Guardian's Email Address: (If none, type "N/A") 
	



What general skill set do you want your student to work on while at Vista Center? One of our teachers will call before the class begins to work with you on selecting specific goals for the class, so if you are uncertain at this time, that is fine. Just share your general thoughts: 

 

VISION

*1. What is the student's primary learning medium? 
*2. If student reads print, what size font can the student read with magnification?       
(If student does not read print, please type "Does Not Read")

*3. Visual Acuities 
        RIGHT: 
        LEFT:   

*4. Any other visual limitations (field restrictions, nystagmus, etc.):
      (If None, please type "N/A") 

  

OUT OF CLASS SUPPORT 
How many hours per week does the student spend in settings other than the regular classroom? [image: image1.wmf]


Please describe these other settings: 

IN CLASS SUPPORT 
When in the regular classroom, how many hours per week of adult support does the student receive from someone other than the classroom teacher? 


What type of support does the student receive? 

OTHER INFORMATION 
*Describe any physical or medical issues affecting participation in school or mobility:
(If None, please type "N/A") 

Anything else you would like to tell us about your student? 

Note: Please keep a copy of this referral, because you may be asked to re-enter some information when filling out an official application. This limited referral is only intended to help us evaluate the appropriateness and general direction of services at the referral stage. After receiving this referral, you will receive a phone call or email regarding official acceptance. 

Before you submit this proposal, please be certain that the student, family and school district are committed to the requested program. Our referral rate has exploded to the point that we can no longer deal with the additional workload caused by large numbers of dropouts and last minute substitutions. Of course we understand that illness would prevent attendance, but we hope that would be the only reason for dropping out close to the time class begins. We greatly appreciate your help with this!

Bottom of Form
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