	Plymouth Joint School District
Riverview Middle School
Request for Student Intervention
Team (SIT) Meeting




Date/Time of the Meeting ______________________________________
Name of Student _____________________________________ Grade______________
Name of Parent(s) or Legal Guardian _________________________________________
Address ____________________________________Phone _______________________
Person requesting meeting      ____________________     Title _____________________
Student DOB _______________Date Parent notified of referral ____________________

____________________________________________________________________________


Professionals/parents requested to attend and submit written observation:
	Name
	Title

	
	Parent(s)

	
	Student

	
	Principal or Associate Principal

	
	Classroom Teacher(s)

	
	School Counselor

	
	School Psychologist

	
	School Nurse



		Other Professionals who will need to submit written observations, but not required to attend.
	Name
	Title

	
	

	
	

	
	

	
	



