New Buffalo Area Schools

New Buffalo Elementary

Child Study Team Student Information Form
Parent(s)/Guardian(s): ______________________________________________ 

Address:_________________________________________________________

Phone numbers:   Home: _________________ Work: _____________________

                             Cell: ___________________ E-Mail: ____________________
	Cumulative Record Review

	Attendance

Current Year 

  Absences: _____         Tardies: _____

Previous Year

  Absences: _____         Tardies: _____


	Special Needs

Medical History:

Health Conditions:

Social/Family:



	Other Schools Attended

(List school and year)

	Health Screenings

Speech

     Date: _________   Results: _____________

Hearing

     Date: _________   Results: _____________

Vision

     Date: _________   Results: _____________


	Retention

______Yes  If YES, grade repeated __________    

______No 
	Special Education Services

□ Special Education Referral 

□ Previously enrolled in Special Education

   Programs  ELA _____  Math _____

□ 504 Plan

□ Other:




Tier II and Tier III Academic/Behavior Interventions

	Please indicate which services have been utilized both this and previous school years. If the service is not current, indicate when the service was received.

□ Literacy Lab (Title I)  __________                                                     □ Child Studies When: _______________
□ Quick Hits (Title I)  ___________                                □ Counselor

□ Learning Lab (Sieko) ___________                             □ Small Groups Behavior/Social ______________
□ After-School Tutoring    Subject Foci _____________                 □ Individual B.E.P.T ________________
□ Speech and Language ________                            □ Social Worker

□ Private Tutoring __________                                   □ Outside Counseling Services                             




INSTRUCTIONAL LITERACY SPECIALIST/SCHOOL COUNSELOR TO COMPLETE

A COPY ALSO GETS TURNED INTO OFFICE SECRETARY
