
 

Date  Child’s Name 

Gender DOB 

Aboriginal/Torres Strait Islander Under Guardianship of the Minister 

Diagnosis 

Parents/caregiver’s name 

Address 

Suburb  Postcode 

Telephone No  Fax No  Email

Name of referring professional 

Agency 

Address 

Telephone No Fax No  Email

1. How did you hear about the Conductive Education Program?

2. Have you attended a Conductive Education Program previously?  
(If health professionals have not changed, ignore Q4).

3. Which Program are you requesting?
Early Intervention Program Primary Program Secondary Program 

4. Name/contact of supporting health professionals (eg occupational therapist,  physiotherapist)

5. I consent to the Conductors contacting health professionals.

Signed
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Conductive Education Service 
Parent/Caregiver’s Request 

Referral for Conductive Education Service 

C E S 0 0 2 

  Special Education Resource Unit 
72a Marlborough Street 

HENLEY BEACH  SA  5022 
T: 8235 2871 

E: seru.admin@seru.sa.edu.au 
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Date 

Parent/Caregiver 

  PLEASE RETURN REQUEST FORM TO MANAGER, SPECIAL EDUCATION RESOURCE UNIT   

Suburb Postcode
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