REFERRAL TO GEORGE JUNIOR REPUBLIC 
DAY PROGRAM

REFERRING SCHOOL DISTRICT: _____________________________

CONTACT PERSON: _____________________ PHONE: ____________

STUDENT INFORMATION:

Student’s Name:  _____________________  D.O.B. ___________ AGE: ________

Address: ___________________________________________ Phone:__________

Parent/Guardian’s Name: ___________________________ W-Phone:__________

Classification of Student:  _______________________

Please briefly describe why a referral is being made to the Day Program.

IS THIS STUDENT ELIGIBLE TO PARTICIPATE IN THE WILLIAM GEORGE THERAPEUTIC AFTER SCHOOL PROGRAM THROUGH TOMPKINS COUNTY SOCIAL SERVICES? ___________________________

DOES THE STUDENT HAVE A 12 MONTH IEP?  __________________

ARE THE PARENTS/GUARDIANS AWARE OF THIS REFERRAL? ________

PLEASE ENCLOSE A COPY OF THE STUDENT’S IEP.

REFERRING PERSON’S SIGNATURE: ________________________________

TITLE: ____________________ DATE OF REFERRAL: ___________________

SEND REFERRALS TO: Sonia L. Apker, Superintendent
George Junior Republic UFSD
24 McDonald Rd
Freeville, NY 13068
(607)844-6365    fax(607)844-3958 
apkers@gjrmail.com

