
Lafayette County Schools
Care Referral Form

Date__________Child’s Name____________________________________________DOB________________________

Sex(M/F)_________ Ethnicity________Grade________School______________________________________________

Enrolled in Special Programs(Y/N): ESE______ Migrant______ ESOL______ Other(please specify)________________

Parent/Guardian Name______________________________________________________________________________

Address__________________________________________________________________________________________

Phone (home)_____________________ (work)_____________________ (other)_______________________________

Referred by/Title___________________________________________________________________________________

Presenting Problems/Concerns/Issues (Give brief, specific description):
_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

FOR MENTAL HEALTH SERVICES ONLY
Parent/Guardian Signature required unless scheduled by LCSB staff after receiving verbal parental consent.

I agree for my child to be referred for mental health services

________________________________________________________________________________________
Signature of parent/guardian relationship to child date

For LCSB counselor use only

__________Date referral was received Follow-up (If services are refused or client no shows-return form to
SAFE Schools staff)

________________________________________________________________________________________
(over)



Behavior Observation Sheet

STUDENT:       M / F GRADE/AGE:      /      DATE:      

COMPLETED BY:      

Please check the patterns of behaviors you have observed.


