
REFERRAL FOR SERVICES 

DATE:  _______________________________ 

VISUALLY IMPAIRED 

 Eligibility Statement 

Issues of Concern:  

Signature of Principal or District Program Referral Coordinator

Signature of Principal or District Program Referral Coordinator  

________________________________________________________ 
Signature of Principal or District Program Referral Coordinator

DOB:  ________________  Age:  ________  Grade: _________ 

Lane Regional Inclusive Services 
1200 Hwy 99 N  

Eugene OR 97402 

Ph:  541-461-8200   Fax: 541-461-8399

Student Name: ______________________________________ 

Attending School:  ____________________________________  Resident District: ____________________________________ 

Parent(s) Names:  _____________________________________________________________________________________________ 

Parent Address:  ______________________________________________________________________________________________ 

Parent Phone:  ________________________________________ Parent Phone: ______________________________________ 

Parent email:  ________________________________________ 

IEP Date:  ________________  Eligibility Date:  ________________   Current Eligibilities:  ___________________________________ 

Service Coordinator:  _____________________________    Phone:  _________________ email:  ___________________________  

Person Making Referral: ___________________________________ Phone: _____________  email:  ________________________ 

Have parents been informed of this referral?     YES NO

Other Agencies serving this child:  ________________________________________________________________________________ 

PLEASE ATTACH INFORMATION SPECIFIED BELOW.  WITH EACH NEW REFERRAL SEND COPIES OF CURRENT IEP & ELIGIBILITY 
COMPLETED PACKETS MAY BE EMAILED TO:  LRISreferrals@lesd.k12.or.us

AUTISM

Medical/Physician’s Statement documenting hearing loss (only if hearing loss is conductive)
Audiological Report
Copy of Exchange of Information 
Consent to Evaluate 
Eligibility Statement (if applicable)

DEAF - HARD OF HEARING

ORTHOPEDIC IMPAIRMENT 

TRAUMATIC BRAIN INJURY

Eligibility Statement 

Copy of Exchange of Information
Consent to Evaluate
Eligibility Statement (if applicable)

Copy of Exchange of Information
Consent to Evaluate 
Eligibility Statement (if applicable Statement from an Ophthalmologist or Optometrist)     
Consent to Evaluate 
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