
	Name of Child (Last, First, Middle):  l



	Date of Birth:  l


	Age: l 
	Male  ___ l Female ___ l 
	Grade: l
	Student’s ID number: l

	Current School or Program:  l



	Child’s Home Address:  l


	Name of Father or Legal Guardian:  l
	Home Phone:  l
	Message Phone:l     l
	Emergency Phone: l

	Name of Mother or Legal Guardian: l
	Home Phone:  l
	Message Phone:l     l
	Emergency Phone: l l

	Name of Requester: l
	Relationship to this Child: l


	Mailing Address of Requester: l

l
	Home Phone:  l
	Business Phone: l
	Fax Number: l  

	Language Most Often Used by Child: l

	Language Most Often Used at Home: l

	

	Reason for Request:  Please check area(s) of concern and attach any additional information.

	

	
___ Academic
	___ Behavior
	___ Fine Motor
___ Gross Motor

	___ Health
	___ Hearing
	___ Speech/Language
___  Vision

	
___ Other:
	
	

	

	Comments: 

	

	

	

	

	If parent/guardian requires special accommodations (e.g. language interpretation) to attend/participate in meetings, please describe:

	

	
	

	

	
Signature of Person making request

	
Date

	
l NOTE: Please submit this request to a special education teacher at the school or the school principal

	

	FOR AGENCY USE ONLY:  


     

Date the Special Education Department first received this request: __      _________       _ 
_______


Initials


	Request 

for Evaluation 
	BENTON COUNTY SCHOOL DISTRICT

P.O. Box 247; Ashland, MS 38603; 662-224-6252

Pamela Gray, Director of Special Education


