CONFIDENTIAL 

DEPARTMENT OF EDUCATION AND COMMUNITIES 
	TRANSITION TO SCHOOL REFERRAL FOR CHILDREN WITH SPECIAL NEEDS

	Early Intervention Referral  □                                                                           Transition to School Referral   □
Please forward to:

Learning & Engagement Adviser,  Department of Education

	Sutherland
Miranda Office, 

PO Box 367 MIRANDA NSW 1490

Telephone: 9531 3900  Facsimile: 9531 3999
	Eastern Suburbs, Inner West, 
Inner City & St George

Arncliffe Office, Cnr Segenhoe & Avenal Sts, ARNCLIFFE NSW 2205
Telephone: 9582 2800  Facsimile: 9556 3097


	Sender’s Details
Name:
_______________________ Phone/Fax
___________________________________________

Address:
______________________________________________________________________________



	Child’s Details:
Child’s Name: _______________________________________________________________________________

M / F            Date of Birth ____/____/_______        Parent/Carer Name: _________________________________

Relationship to child: _______________ Home Address: _____________________________ Post Code: ______
Telephone (H) ___________________ (M) ___________________________ (W) _________________________ 

Languages spoken at home: ___________________________________Interpreter required?  Yes □  No  □
Best time to contact Primary Carer: ______________________________________________________________ 

Email: ____________________________________________________________________________________

	PRIOR TO SCHOOL SETTINGS & SPECIAL NEEDS SUPPORT PROGRAM DETAILS 
Please list prior to school settings and additional special needs supports. Please sign the consent section below to allow Department of Education personnel to contact the prior to school services listed.  Additional information can be provided on a separate page



	Name:
_______________________________

Address:
_______________________________



_______________________________

Phone/Fax:
_______________________________

Contact person:
_______________________________

Days attending (Circle) Mon   Tues    Wed    Thurs    Fri

Special Needs support provided (please describe) 

____________________________________________

____________________________________________

___________________________________________
	Name:
_______________________________

Address:
_______________________________



_______________________________

Phone/Fax:
_______________________________

Contact person:
_______________________________

Days attending (Circle) Mon   Tues    Wed    Thurs    Fri 

Special Needs support provided (please describe) 

____________________________________________

____________________________________________

____________________________________________



	Has your child had any formal assessments?                                   Yes  □      No   □
If yes please indicate type and agency below (e.g. vision, hearing, speech, cognitive)

1. Type: ____________________________________ Agency: _______________________________________
2. Type: ____________________________________ Agency: _______________________________________

3. Type: ____________________________________ Agency: _______________________________________

4. Type: ____________________________________ Agency: _______________________________________

__________________________________________________________________________________________
Copies of assessment reports may be attached with parental permission.

Does your child require physical access supports?   Yes  □      No   □
If Yes please circle:  ramping   rails   accessible toilet   other (please describe/list) _________________________
__________________________________________________________________________________________



	Other support agencies or services currently supporting your family and/or child. Please sign the consent section below to allow Department of Education personnel to contact the agencies listed.
Agency (1): ______________________________ Contact name: _____________________________________
Contact number: __________________________ Service provided:____________________________________
__________________________________________________________________________________________

Agency (2): ______________________________ Contact name: _____________________________________

Contact number: __________________________ Service provided:____________________________________

__________________________________________________________________________________________

Agency (3): ______________________________ Contact name: _____________________________________

Contact number: __________________________ Service provided:____________________________________



	PARENT / CARER CONSENT
I give my consent for Department of Education  personnel to contact the service providers listed
 above to assist in early intervention/ transition planning for my child ____________________.
Parent / Carer Name: ______________________________________  Date: _____________________________
Signature: _______________________________________________
The information provided on this form will be used by the Department of Education to assist in early intervention/ transition planning. It will be stored securely. You may correct any personal information provided at any time by contacting the officer to whom you submit this form.
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