
 
Referral Request for Autism Program Consideration 

 
 

 
 
NAME OF STUDENT         D.O.B.  
 
NAME OF PARENT/GUARDIAN  
 
SCHOOL DISTRICT     HOME SCHOOL  
 
TEACHER(S)         GRADE  
 
 
Please describe reasons for requesting this referral (Be specific in addressing any academic, 
speech/language and/or social emotional concerns): 
 
 
 
 
 
 
 
 
 
Describe what strategies have been utilized successfully to address academic, behavior, and 
communication. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SIGNATURE OF ADMINISTRATOR APPROVING REQUEST/TITLE 

 
 

(L.E.A.S.E. Use Only) 
 
Date Received:  Date of Observation:  
 
Staffing Date: 
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