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This is NOT a referral form



KIDZFIRST







Disability Clinic
Module 4 

Manukau Super Clinic

Manukau City





Telephone:


Fax:

  
                                        09 250 8014


09 277 1633

Date ……………………………
SCHOOL REPORT OF STUDENT
	Name (full)
	Teacher:

	D.O.B.
	Year:

	School:
	No. in Class

	No. Schools attended:
	Admission date/current  school:



ACADEMIC PROGRESS:  (Please include current gradings and comments; how the child is in comparison to their peers; and if there has been any major changes).

General Ability:
Reading:
Writing:

Spelling:

Mathematics:

Other subjects & activities: e.g. art, music, sports (comment here only for areas of special strengths or weaknesses)

GENERAL SCHOOL BEHAVIOUR: e.g. response to rules and discipline, attitudes to teachers and schoolwork

Name of Child:

PEER RELATIONSHIPS WITH OTHER CHILDREN: e.g. interest in other children, group play, friendships with one or more, confidence
Classroom:

Playground:
MOTOR SKILLS: Gross motor-running, jumping etc:               satisfactory / concerns

                                 Fine motor -eye hand coordination:              satisfactory / concerns

                                 Hand writing                                                 satisfactory/ concerns
Medical conditions noted on school record cards:

___________________________________________________________________________Hearing Tested? Date:




Result:

Vision Tested?    Date:




Result:

Absences from: 
School

Acceptable / Frequent / Excessive ( circle answer)



Classroom
Acceptable / Frequent / Excessive ( circle answer)

CURRENT (C) or PAST  (P) AGENCY INVOLVEMENT: (please circle appropriately and add name of contact)

GSE Name:


RTLB Name:


T/Aid Name:

   P or C


P or C



P or C

___________________________________________________________________________

Speech Therapist Name:
PH Nurse Name:

Other =









Name:

P or C



P or C



P or C

Additional Comments/ Concerns

Signed………………………………………….

Date…………………………..

Print Name:……………………………………

Designation:……………………………………

PLEASE RETURN FORM TO:
Module 4.  MSC: Fax 2771633        
Thank you for your help
Office Use:


Intake/Follow Up/Expired


WS/LP/MD/FB/CS/Other








