
 

 

REFERRAL FOR SCHOOL BASED MENTAL HEALTH SERVICES 
 

Student Information 
 

Name of Student: ___________________________________________________________________ DOB: ____________________  

Gender: _________________ Race: __________________________ Country of Origin: ____________________________________ 

 

Name of Parent/Guardian: _________________________________________________________   DOB:  _____________________ 

________________________________________________________________________________  DOB:  _____________________  

Address: ___________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Contact Number(s):__________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Name of Insurance and Number: _______________________________________________________________________________ 

School Information 

Current School: __________________________________________________________ Grade: ____________________________ 

Teacher: ______________________________________________   Contact Number: ____________________________________ 

Referral Information: 

Reason for Referral (please be as specific as possible): ______________________________________________________________ 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

Has the parent been informed of the services available?   Yes No 

Has the parent been informed that a referral is being made?   Yes No 

Has the parent agreed with utilizing the services?    Yes No 

 

Person Making Referral: ________________________________________________________________________ 

Contact Number: ______________________________ Date of Referral: _________________________________ 

 
Admitted to Program? (circle)    YES       NO   Date Admitted: ______________________________________ 
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