Montgomery County School System
Safety Evaluation Referral

Date of Referral Referred From (school)
Student Name:

Grade: Date of Birth: ) Social Security Number: / /
Referred By: Position:

Parent / Guardian Name:

Address:
Current Phone: Cell:
Primary Concern: Date of Incident: __ / /

(O Harm of Self

(O Harm of Others
Please describe the incident that occurred at school:

I PARENT/GUARDIAN UNDERSTAND THAT THIS FORM MUSDT BE SIGNED BY A MENTAL
HEALTH PROFESSIONAL WITH A RECOMMENDATION/CONSULT* REPORT TO BE RETURNED TO
(School Personnel signature) BEFORE THE STUDENT RETURNS TO SCHOOL

Parent/Guardian Signature: Date: / /

MENTAL HEALTH PROFESSIONAL

SIGNATURE: Date: / /
**Attached Recommendation / Consult Form
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