



OPT-OUT OF NOTIFICATION/REFERRAL 
FOR SPECIAL EDUCATION SERVICES


DATE:

CHILD’S NAME:_______________________________________________________________ 
		         First                           	Middle                        		    Last

BIRTH DATE: _____________
		
PARENT/GUARDIAN NAME(S)_________________________________________________

ADDRESS:___________________________________________________________________ 

____________________________________________________________________________

PHONE:_____________________________________________________________________

SERVICE COORDINATOR: _____________________________________________________



I understand that the IFSP Team has determined that my child is potentially eligible for special education. However I wish to opt –out of referring my child to my local school district for special education consideration and to notification to the NH Department of Education.  I understand that I may choose to refer my child at a later time.  


________________________________________		_____________________
Parent/Legal Guardian						Date


If you choose to Opt-Out of Notification/Referral for Special Education Services, please return this form to your Service Coordinator no later than 7 calendar days from the above date _____________or your service coordinator will automatically refer your child to the school district per HEM 510.09  


Family Resource Center ● P O Box 509 Laconia 03247 ● 719 N. Main Street. ●603.524.8811 ● www.lrcs.org● Fax : 524-0702

image1.jpeg
W\ Lakes Region Community Services

LCAMILY RESOURCE

CENTER

Engage. Empower. Inspire.




