COLLINSVILLE COMMUNITY UNIT SCHOOL DISTRICT No. 10

RENFRO SCHOOL

311 Camelot

Collinsville, Illinois 62234

618-346-6265


SPEECH/LANGUAGE SCREENING REFERRAL






Date:

Dear________________________,

I am concerned about ____________________________ speech 

                                                       (student’s full name)

and/or language development at this time for the following reason(s): __________________________________________________________________________________________________________________.  Therefore, I am recommending a speech and language screening to determine if your child is eligible for speech/language services.  

In order for the Speech/Language Pathologist to do the screening, your permission is required.  Please check your desire, sign, date, and return the entire letter back to me.  

Sincerely,







__________________________







Classroom Teacher

· I give my consent to have the Speech/Language Pathologist screen my child.

· I do not give my consent to have the Speech/Language Pathologist screen my child.

________________________    _______________________   ________________
Student



    Parent Signature                         Date

