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WYANDANCH SCHOOL DISTRICT
OFFICE OF CENTRAL REGISTRATION
PRIOR SPECIAL EDUCATION SERVICES}

Student’ x Name: Date Of Birth:

Current Address: Phons number:

Last Schoo! Attended: ' School District:
: 2 ] Phons number:

Address:
' Last Grade Completed: Teacher ot Guidance Counselor's Name :

Did student receive any special education services? QNO Q YRBS (indicats below):

QA Inclusion Program Q Related Services Only
Q BOCES Special Bducation: School Name
Q Otber (specify type of program or name of school)

Q Occupeational Therepy (O Vision Sexvices

: Q Learning Disabled O Mentally Retarded O Speech Impaired
Q Emotionally Disturbod  Q Other Health Impaired O Multiply Dissbled O Autistio
Q Deaf Q Orthopedically Impaired Q Hard of Hearing Q Deaf - Blind
Q Visually Impaired Q Traumatic Brain Injury .

Do you have a copy of your-child's most rcomt [EP: QNO -EJ:Y'BS (piesso sttach copy)

Name of CSE Chairperson/ Special Education Director

Addross of CSB Office “Phone §

Reforse of Recoras /A PATK SCHO0

1 authorizo the school aad CSE sbove to rekase academic, psychological, psychistric, medioal snd ali other cvaluations,
IRPs and records to the Wyandanch schools. | any aware mmmdswmbewwaﬂdmﬂﬂmdm&nhdhm
Pasmclwboworkwhhmychﬂd. 1 undesstand | may review all rocorda. 1 also consent to baving school district persosnel who
w«kwkhmychl}d(pthcipal;psycbologht.me,mmmwmwmmmwmmm. :
n;jdanmomm:chmdbt&":ﬂ(fmhpmn)mkwﬁh tndividuals from the schoal end CSB office indicated above. { am wware §
my cosscat {s voluntary and can bo withdrawn st any thme. |

Date

Stgnature of Perent/Person In Parental Reletlonship

siorspeduc.sev. wpd :




