Date of Referral:

Faculty/Staff:

SAN DIEGO

Email:

(CONTINUING

Courses(s)/Program:

EDUCATION

Semester:
Refer a Student
Name: CSID:
Last First Ml
Address:
Street Apt/Suite/Other City State Zip Code
Contact Information:
Email Telephone Student’s Preferred Language

Services: (check all that apply)

[ TAP - Technology Access Project (laptops)
[0 CalWORKs

[0 R2S PATHWAYS

[J Outreach Services

[ SDCEats! (Referrals to Food Resources)
[] R?S Centers (Resources & Referrals)

[J Veteran Services

[] DSPS

[ Basic Needs (i.e. transportation)

Please email referral to SDCER2S@sdccd.edu and a staff member will contact students-
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SAN DIEGO CONTINUING EDUCATION
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