
 

 

 

Transition Referral Transmittal Form for In-School Youth 

 

STUDENT DEMOGRAPHIC INFORMATION:                           Date: _______________________________________________ 

 

Student Name:  Mr.  Ms.______________________________________________________________________________________ 

 

DOB: ________________________________Social Security Number: ________________________________________________ 

 

Student Address: ____________________________________________________________________________________________ 

                                        Street                                                    City/State                                                                         Zip Code 

 

Parent/Legal Guardian Name/Address:  #1 ______________________________________________________________________ 

 

Parent/Legal Guardian Name/Address:  #2 ______________________________________________________________________ 

 

Home Phone #: (____) ____________________________Other Phone #: (___) _________________________________________ 

 

Grade Most Recently Completed: __________________ Expected Year of Graduation: _________________________________ 

 

STUDENT DIAGNOSTIC INFO: 

Referral must include copies of: 

   Current IEP and psychological report (including subtest scores and observations)   

    or 

  Current 504 Plan and supporting documents   

    or 

  Current Physician Report with diagnosis     

   

AND  Signed release of Information   

 

CSE Classification, 504 or Medical Diagnosis: ____________________________________________________________________ 

 

Special Accommodations for Initial Interview: ___________________________________________________________________ 

 

REFERRAL SOURCE INFORMATION:   

 

Name of Person Making Referral: ______________________________________ Title: __________________________________ 

 

School or Agency Referring: __________________________________ Phone Number: __________________________________ 

 

District BEDS CODE: __ __ __ __ __ __ __ __ _0_0_0_0_                      Email Address: __________________________________ 

 

School District Student Resides In: _____________________________________________________________________________ 

 

Name of School Contact to help arrange interview: _______________________________________________________________ 

 

Location of Student during school days:  Mornings:   from: ______________________ until: _____________________________ 

 

                Afternoons: from: ______________________ until: _____________________________ 

 

STUDENT PARTICIPATION: 

I wish to apply for vocational rehabilitation services 

 

_____________________________________________________  ______________________________________________________ 

                                  Student Signature                        Parent/Guardian Signature (If under 18 years old) 

The State Education Department 

Office of Vocational & Educational Services for Individuals with Disabilities 

Elmira District Office 

609 East Church Street 

Elmira, NY 14901 

(607)734-5294 or (800)888-5020 

 

 

 

 

The State Education Department (SED) and the NYS Department of Social Services do not discriminate on the basis of age, color, religion, creed, 

disability, marital status, veteran status, national origin, race, sexual orientation, or gender in the programs and activities operated by either 

department.  Inquiries concerning this policy or equal opportunity and affirmative action as applied in VESID or CBVH programs should be 

referred to the NYSED Affirmative Action Officer, Education Building, 89 Washington Avenue, Albany, NY 12234 or to the NYS DSS Deputy 

Commissioner for Affirmative Action, 40 North Pearl Street, Albany, NY 12234 respectively. 



AUTHORIZATION FOR THE RELEASE**
OF EDUCATIONAL RECORDS

I, ______________________________, authorize representatives of the _____

School District to release and discuss the educational records of __________

To the following:

List names and addresses of relevant agencies/individuals

___________________________________________  _____________

___________________________________________  _____________

___________________________________________  _____________

I understand that these educational records are being released to assist in the 
planning and provision of transition services and include student testing, 
evaluations, etc.
 ___________________________________________________________
                           (list the nature of any other information to be released)

I further understand that, upon request, I have the right to inspect and receive a 
copy of any records sent in accordance with this release.
_________________________________________________________
Parent/person in parental relationship to student over 18 
Date _______________________________________________
        Relationship to student

I request that I be sent a copy of any educational records released pursuant to 
this release.
    __________   __________
          Yes           No

**This form does not authorize the release of a student’s HIV status or any 
information involving a student’s drug/alcohol use to the extent the school 
maintains a school based substances abuse programs.  Separate forms will be 
required in such circumstances.



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 




