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STUDENT INFORMATION 
 

Student 
Surname: 

 
Given 
Name: 

 Sex: � M    

� F 
Date of Birth 
(d/m/y): 

 
Health 
Card #: 

                                                 
VC: 

Parent/Guardian 
Name(s): 

 

Cell/Business 
Phone #’s: 

Mother: Father: 

Permission to contact Mother at work: 

� Y         � N 

Permission to contact Father at work:  

� Y         � N 
Parent/Guardian informed consent received: 

� Y      � N 

Date  
(d/m/y): 

 

Mailing Address 
(911/Box#): 

 

City: 
                                              

PC: Ph:  

CAS/Homeshare/Other 
Contact: 

  

Referral 
Initiated by: 

 Relationship:  

Telephone #:  Date  (d/m/y):  

Physician 
Information: 

Family: Specialist:  

Known 
Diagnosis: 

  
 

SCHOOL INFORMATION 
 

School:  Phone:  Grade:  

Attendance: � Morning       � Afternoon       � All Day      � Alternate Days 

Principal:  Teacher:  

Resource 
Person: 

 
 
 

 

REFERRAL INFORMATION 
 

Assessment requested:  � OT*    � PT*    � Speech*    � Nursing    � Nutrition 
 

*all referrals must be accompanied by an appropriate screening tool 

 

NOTE:  shaded sections for CCAC use only – not to be completed by AMDSB staff

Request for 
School Health 

Support Services 
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List and attach any specialized testing (e.g. Psychology, Psychometry, Speech, or 
Agency/Treatment Centre etc.): 

 

 

 

 

 

 

 

 
What interventions have been implemented to accommodate this student’s strengths 
and needs? 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

DISCLAIMER: 

*Authorization is contingent upon possession of a valid health card.  The School Board will not be held 
financially responsible for the provision of services where no valid health card exists. 

 
 

Completed by  Title  Date (d/m/y) 

 
 
______________________________    ______________________________ 
Principal’s Signature      Date 
 

AUTHORIZATION FOR REFERRAL 

 

Avon Maitland District School Board    _________________________________  Date ____________________ 

 

Huron Perth Catholic District School Board     _________________________________  Date ____________________ 

 

Distribution: original to Central Files; copy to CCAC; copy to OSR 
 

Personal information on this form is collected under the authority of the Education Act and will be used for educational, health and welfare purposes 

affecting the student.  This form will be retained in the student's Ontario Student Record.  Questions about this collection should be directed to the 

school principal or the Superintendent of Education (Special Education), Avon Maitland District School Board, 62 Chalk Street, North, Seaforth, 

Ontario N0K 1W0, telephone 519-527-0111 or 1-800-592-5437. 

 


