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A Traumatic Brain Injury (TBI) School Re-entry Program

Student Information

	Date of Referral:
	


	Student Name:
	
	DOB:
	
	Grade:
	
	Gender:
	

	Parent Name:
	
	Phone Number: 
	

	School District: 
	
	County:
	

	Education Program:
	

	Education History:
	

	Has Child Returned to School? If yes, when?
	


	Contact person(s) at this school
	Phone Number
	Position

	
	
	

	
	
	

	
	
	


IEP Information

	YES
	
	NO
	


Did the Student have an Individualized Education Program (IEP) Before this Injury?  

	YES
	
	NO
	


Did the Student Have a 504 Plan/Ch. 15 Service Agreement Before this Injury?                              

Injury Information

	Injury:
	
	Injury Date:
	


	Medical Diagnosis:
	
	Initial Glasgow Coma Scale Score:
	


Please List the Relevant Medical, Neurodevelopmental, Neuropsychiatric History:


Brief Summary Description of the Student’s Hospital/ Therapy Care:

Brief Description of the Student’s Strengths and Weaknesses:

Desired Outcome:



























