
Student ____________________________________________   Date _____________ Grade ___________
Teacher _______________________________ Reported by ____________________ Time ____________
Place of Occurrence:9playground 9shed 9gym 9classroom 9hall 9bathroom

9sidewalk 9library 9bus line 9other: _______________________
Type of Infraction:(check specific area if appropriate)
_____1. Safety: 9running in hallway or on sidewalk 9unsafe/rough play 9pushing

9tackling 9hitting 9kicking 9tripping 9wrestling
9misuse of equipment (i.e.; scissors, pencils, playground equipment)
9other ____________________________________________________________

_____2. Lack of respect to staff or fellow students: 9arguing 9teasing 9swearing
9spitting 9refusing to obey 9put downs/unkind words or name calling
9inappropriate display of affection
9disrupting classroom (i.e.; rapping on windows, yelling in rooms etc.)

_____3. Failure to follow school rules: 9abusing playground equipment 9chewing gum
9entering off limits or unsupervised areas 9toys or electronic equip from home
9other _________________________________________________________________

Comments/Action taken: _____________________________________________________________________
__________________________________________________________________________________________
Student Signature _______________________________ Parent Signature _____________________________
*Repeated Offenses (4 or more) may result in a Discipline Report with more serious consequences. 
Distribution:- Principal (teacher)  - Parent, sign and return   - Parent copy

ELEMENTARY SCHOOLS     DALLAS SCHOOL DISTRICT #2
MISCONDUCT/REFERRAL FORM     Dallas, Oregon 97338
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