
Student Drug Testing Self-Referral Agreement

I, ________________________________________, choose to self-refer for a potential
non-negative drug test.

● I understand that the Canfield Local School District Drug Testing Policy defines a self
referral as, “The decision by a student to seek assistance or counseling for suspected
substance abuse. Policy violations already reported or pending violation with law
enforcement cannot be self-referred.”

● I understand that a self-referral can only happen before I am tested and that I may
self-referral one time prior to a positive result.

● I understand that counseling and additional testing are required, but no other punitive
action will be taken.

● I understand that I may be tested monthly for the remainder of my qualifying activity
involvement at the expense of my parent/guardian.

The drug(s) I may test non-negative for are as follows:

____________________ ____________________ ____________________

Signature of Student: ________________________________________ Date: __________

Signature of District Representative: ___________________________________ Date: _____

Signature of District Representative: ___________________________________ Date: _____

Date/Time/Name of Parent/ Guardian Contact:

____________________________________________________________


