
PINELLAS COUNTY SCHOOLS 

EDUCATIONAL ALTERNATIVE SERVICES/ALPHA RECOMMENDATION 

 
Please mark either Yes/No/Occasionally 

       A.  FAMILY CHARACTERISTICS                                                                                                                                                       No      Yes      Occasionally 

 1.    Family is exposed to alcohol or drugs. 

 2.    Can create order from family chaos. 

 3.    Compassion for family and others. 

 4.    Can overcome family obstacles. 

 5.    Accepts family responsibility and helps other family members. 

 6.    Accepts moving to new location or school. 

 7.    Has friendly relations with his/her family. 

       B.  PERSONAL CHARACTERISTICS 
 

 1.    Solves problem without fighting with family members. 

 2.    Honest and trustworthy. 

 3.    Accepts responsibility. 

 4.    Very mature for his/her age. 

 5.    Eager to make friends. 

 6.    Eager to try new things. 

 7.    Sensitive to friends feeling. 

 8.    Friends enjoy being around him/her. 

 9.    Motivates friends and family. 

10.   Positive attitude about school. 

11.   Positive attitude about self. 

12.   Appears happy and in high spirit. 

13.   Impulsive (in a good way) and not afraid to act. 

14.   Never holds a grudge and moves on in a short period of time. 

15.   Socially adaptive and flexible. 

       C.  CLASSROOM CHARACTERISTICS 
 

 1.    Conforms to classroom rules and is never openly defiant. 

 2.    Will ask for help when needed. 

 3.    Works independently. 

 4.    Good study habits and listener. 

 5.    Attends school regularly. 

 6.    Follows and understands directions given by teaching staff. 

 7.    Enjoys writing, math and reading. 

 8.    Good people skills in the classroom. 

 9.    Eager to try new things and makes suggestions in class. 

10.   Good at delegating and good at organizing others.

Name of Student – Last, First, Middle                                              Birthdate                ___  White    ___  Black            ___  Male 

                                                                                                                             ___  Other                                ___  Female 

School Name                                                                              Student Number                                                                Grade
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