
 
 
 
 
 
 

Beacon Program Referral Form 
Referral Date:  ______________ 
Demographic Information 
Student Name: ________________________________ Gender: _____ DOB:  __________ Grade: _______  
Student Address: ____________________________________________________________________________ 
Parent/Guardian Name: _____________________________________________________________________  
Address: ____________________________________________________________________________________   
Phone#: (H)___________________(Cell)___________________ Email:________________________________ 
Parent/Guardian Name: _____________________________________________________________________  
Address: ____________________________________________________________________________________   
Phone#: (H)___________________(Cell)___________________ Email:________________________________ 
​

District Information 
Resident District: __________________________ Referring District: ________________________ 
MAARS #__________________________________ 
 
IEP Information 
Date of current ER: _______________ ​ Date of IEP __________   Date of BSP/PBSP ______________ 
Primary Disability: ________________  
Related Services:  
___ Occupational Therapy  ​ ___ Physical Therapy   ​ ___ Social Work 
___ Speech/Language   ​ ​ ___ DAPE   ​ ​ ​ ___ Hearing/Vision 
___ Nursing/health​​ ​ ___ Other ____________________________________________________ 
​
Academic Information 
Reading: 
MCA Score ____________​ FAST score ______________   Above/At/Below grade level __________ 
Math: 
MCA Score ____________​ FAST score ______________   Above/At/Below grade level __________ 
 
ELL ___ Yes  ___ No​   ACCESS Score _______________ 
 



 
Outside Services and Providers 
Probation_____________________________​ Therapist/Counselor _____________________________ 
County Worker(s)____________________________________________________________________________ 
Other: _______________________________________________________________________________________ 
​
Behaviors Resulting in Need for Setting IV Placement​
 
Primary Behavior of Concern: Describe the behavior in observable, measurable terms. Include 
relevant context such as antecedents, consequences, setting, or triggers.​
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

Frequency:_____________________ Duration:_____________________ Intensity:_____________________​

Does this behavior result in the use of restrictive procedures?  ____ Yes  ____No​

​

Secondary Behavior of Concern: Describe the behavior in observable, measurable terms. 
Include relevant context such as antecedents, consequences, setting, or triggers.​
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

Frequency:_____________________ Duration:_____________________ Intensity:_____________________​

Does this behavior result in the use of restrictive procedures?  ____ Yes  ____No​

​

Tertiary Behavior of Concern: Describe the behavior in observable, measurable terms. Include 
relevant context such as antecedents, consequences, setting, or triggers.​
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

Frequency:_____________________ Duration:_____________________ Intensity:_____________________​

Does this behavior result in the use of restrictive procedures?  ____ Yes  ____No​
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