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BRISTOL VIRGINIA PUBLIC SCHOOLS 
SECTION 504 REFERRAL 

Student Name _________________________________  Date of Birth: _____________ 

School: _______________________________________ 

Referral Source:  __________________________  Phone Number:___________________ 
Address:  

Reason(s) for the referral 

Suspected impairment(s): _______________________________________________ 

Academic concern(s): __________________________________________________  

Behavior concern(s): ___________________________________________________ 

Medical concern(s): ____________________________________________________ 

Major life activity(ies) that may be limited:__________________________________  

Describe any supporting observations (including academic, behavioral or other concerns): 

Describe any interventions that have been tried at school: 

Parental input: 

_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________

Has the student been previously evaluated for IDEA through a comprehensive special education evaluation and found 

ineligible for special education services?              Yes              No 

Attach a copy of supporting documentation for referral. Also, attach any medical documentation that supports the 
student’s physical or mental disability: (If this referral is a referral forwarded from the Child Study Committee, then attach 
the initial Child Study referral, Child Study Minutes and any reports shared at the Child Study Meeting.)  

Signature of referring source: ___________________________________ 

Signature of School Section 504 Coordinator: _____________________________________________   

Date referral received: _________ 

Date Section 504 Committee meeting to be scheduled: ____________ 
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