DRAFT

[ON DISTRICT LETTERHEAD]

SECTION 504 PLAN REFERRAL

1.
General Information

Student Name______________________ Birth Date _______________Today’s Date_______________

Address_____________________________ City__________________ State_______ Zip___________

Parent(s) Name(s)_______________________ Home Phone ___________ Work Phone_____________

504 Coordinator/Responsible Staff Member________________________________ Phone___________
2.
Referral

1.
Is the student suspected of having a physical or mental impairment which substantially limits one or more major life activities?  Or, does the student have a record of such impairment? Or, is the student regarded as having such an impairment?
Yes (   No (  If yes, which major life activity is limited? (check one or more as appropriate)
( caring for self
( hearing

( eating
( lifting

( concentrating
( learning
( walking


( speaking

( sleeping

( bending

( thinking

( working
( seeing

( breathing


( standing

( reading

( communicating

( major bodily function (i.e. immune system, normal cell growth, digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive functions)

( other (describe) 

2.
Describe the nature of the concern.  _______________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

3.
Does student have a current medical diagnosis?  Yes (  No (  If yes, list here:_______________________
_____________________________________________________________________________________

4.
Describe how the disability/handicap affects a major life activity.__________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

5.
Additional testing required?  Yes  (   No  (  Date________________ Signed________________________________











(person(s) making referral)

	ADMINISTRATIVE USE ONLY









           Date sent

       Sent by

(
Notice of Section 504 Conference

            _________________
       __________________

(
Section 504 Rights/Procedures

            _________________
       __________________

        (     Consent for 504 Evaluation


            _________________
       __________________



Date of Section 504 Conference: ________________________________ Time of Meeting: ___________________
Location of Meeting:___________________________________________________________________________
Reason for Meeting:    ( Initial 504 Evaluation
                                     ( Periodic 504 Reevaluation
                                     ( 504 Reevaluation before significant change in placement

	


[ON DISTRICT LETTERHEAD]

NOTICE OF SECTION 504 CONFERENCE



Date:_______________________________


Student:_____________________________

         Date of Birth:______________________________

Dear _________________________________,

In order to discuss the educational needs of your child, you are invited to attend a conference at

_____________________________________ scheduled for ___________________________________.

Location



       Date and Time

A.
The purpose of this meeting:  (check all that apply)


(
Discuss results of Section 504 evaluation/
(
Discuss misconduct/infraction of


Section 504 eligibility


school rules as it relates to disability


(
Review progress

(
Other (specify)__________________

(
Review of Section 504 plan


______________________________





______________________________

The invited individual and their titles are listed below.
______________________________________

___________________________________
______________________________________

___________________________________
______________________________________

___________________________________
______________________________________

___________________________________

If you have any questions, please contact me.

Sincerely,

______________________________________


      Name

(___)__________________________________


     Phone

DRAFT

[ON DISTRICT LETTERHEAD]

CONSENT TO CONDUCT SECTION 504 EVALUATION

Student’s Name: ___________________________
Date of Birth: __________________

I hereby give permission to [INSERT SCHOOL DISTRICT NAME] to conduct an evaluation of my child to determine eligibility under Section 504 of the Rehabilitation Act of 1973. The particular evaluations that may be conducted are as follows: 

_______________________________________________________________________________________________________________________________________________.

I understand that this consent is in effect through ____/_____/_____.

_____________________________________

______________________

Parent/Guardian





Date




399841.1

