
Region 14 - Hopewell Center 
Consultation/Evaluation Referral Packet 

For Children 3 to 22 Years Old 

Please use this packet to request the following Hopewell service: 

Educational Vision Evaluation 

Please: 

1. Provide the child's name and social security number below,
2. Sign below, and
3. Send this page along with all Information listed for the Audiological Evaluation you are

requesting.
4. Send to Region 14 • Hopewell Center attention Mary Hiler.·

Thank You! 

I am requesting Region 14 - Hopewell Center provide the servlce(s) indicated below for;

 Child's Name Child's Social Security Number 

• Copy of Referral for Evaluation (Form PR-04) if this is an initial evaluation or
a re-evaluation

• Permission to Consult - Enclosed
• Eye Report for Children with Visual Problems if vision is a referral concern-Enclosed

Please indicate if student is Preschool or School Age, type of referral & due date: 

Preschool 

o Transition Meeting
o Initial Evaluation
o Re-evaluation

Has student been identified with a disability? 
Is student on an IEP? 
Is student on a 504 ? 

District Contact Person Signature District 

__ School Age 

due date ___ _ 
due date ___ _ 
due date ___ _ 

__ Yes No 
__ Yes_No 

Yes No 

Date 
















