
 

 

STUDENT REFERRAL INFORMATION        

Date: ___/___/___ Name of Student: _____________________________________________________________         

Address: ______________________________________ City ______________________ State ____ Zip ________        

Phone: (____) ______________________ Date of Birth: ___________________        

 

REFERRAL INFORMATION     

Who is making referral?   (Circle )  Parent/Guardian, School District        

Parent/Guardian Name(s) _______________________________________________________________________        
 

Address: _____________________________________ City ______________________ State _____ Zip _________        
 

Home Phone (___)_______________ Work Phone (___)_______________ Email ___________________________       
 

School District _________________________________ Contact Person __________________________________        
 

Position/Title __________________________________ Phone Number (___)______________________________        
 

Address _____________________________________ City __________________ State _____ Zip _____________       
 
Is the student a client of Regional Center? (circle)  Yes/No  (If No - skip this section)        
 

Regional Center Caseworker ________________________________________________        
 

Address _____________________________________ City _______________________ State _____ Zip ________       
 

Phone Number (___)___________________________ Email____________________________________________        
 

Who will pay for education? ______________________________________________________________________       
 

If parents are going to pay privately, do you plan to request school district reimbursement? (circle) Yes/ No     
 
 

Student's Current Instructional Program    Describe educational placement: 
________________________________________________________________________________________     
 

________________________________________________________________________________________  
 

________________________________________________________________________________________      
 

Methodology/Approaches used: ______________________________________________________________ 
 

_________________________________________________________________________________________   
 



 

 
Please mail Student Referral Form to:        

CORYELL AUTISM CENTER        
111 Errett Circle        
Santa Cruz, CA  95060       
 
 
Include with this Form: 
 

Required: Copies of psychological reports with the diagnosis            
Optional (but preferred): Relevant reports that are available (e.g., current IEP, Functional Assessment, or any other 
assessments; Cognitive/IQ tests; Client Development Evaluation Report (if Regional Center client); Current IPP (if 
Regional Center client)   
 

The Coryell Autism Center admits student any race, color, national origin, and ethnic origin to all the rights, privileges, programs, and 
activities generally accorded or made available to students at the school. It does not discriminate on the basis of race, color, national 
origin, and ethnic origin in administration of its educational policies, admission policies, scholarship and loan programs, and athletic 
and other school-administered programs. 


